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A bstract
Objective: This study aimed to explore illness representations and attitudes about 
personal recovery in physical and mental health conditions in a lay sample.
Design: 263 participants took part in an experimental study using vignettes 
describing the symptoms of four conditions: depression, schizophrenia, psoriasis and 
Type 1 diabetes. The within group factor was condition type (physical and mental 
health). The between groups factor was duration of symptoms (two weeks/ 'acute' or 
one year/ 'chronic').
M easures: Participants completed the Illness Perception Questionnaire -  Revised for 
Healthy Individuals (Figueiras & Alves, 2007) and questions regarding their attitudes 
about the importance o f personal attributes, such as optimism and resilience, in 
recovery ('personal recovery').
Results: The inter-relationship of illness representations followed some o f the 
general patterns found in previous research. Participants attributed mental health 
vignettes to more psychosocial causes and placed more importance on personal 
recovery than they did for physical health vignettes, although there were some 
interaction effects of chronicity. Personal recovery attitudes positively correlated 
with psychosocial causes in all conditions and perceived personal control in all 
conditions except diabetes.
Conclusion: Preliminary evidence was found that lay attitudes about personal 
attributes being important for recovery was more endorsed in mental health than 
physical health conditions and was related to perceptions of personal control and 
psychosocial causes of illness.
1 Introduction
Understanding lay population perceptions about physical and mental health 
can inform the understanding of public stigma and stereotypes (Link, Phelan, 
Bresnehan, Stueve & Persosolido, 1999), help-seeking behaviour (Ajzen, 1985; Link 
et al., 1999) and provide opportunities to positively impact health-related behaviours 
and interventions (Figueiras & Alves, 2007; Hughner & KJeine, 2004) by providing 
an insight into the schemas and beliefs that might be activated if a person were to 
experience an illness (Lau & Hartman, 1983). However, until recently, research into 
beliefs about illness and recovery in both physical and mental health has 
predominantly focused on clinical populations (Lawton, 2003; Hughner & Kleine, 
2004; Hagger & Orbell, 2003). Initial research into lay person’s illness 
representations has suggested that whilst illness representations are constructed in 
similar ways to clinical populations, the experience of an illness is likely to influence 
the content o f these representations (Figueiras & Alves, 2007; Godoy-Izquierdo, 
Lo'pez-Chicheri, Lo'pez-Torrecillas, V elez  & Godoy, 2007). It is therefore 
important to gain a better understanding of lay population illness representations as 
they may be different to clinical samples. Furthermore, there is some evidence that 
although the structure o f illness representations seems similar between mental and 
physical illnesses, the content might vary, such as beliefs about causality and 
attitudes towards help-seeking and perceived stigma (Godoy-Izquiedo et al., 2007; 
Link et al., 1999). This indicates a need to study both categories o f illness in lay 
samples. A notable gap in current literature on illness representations is the 
perceived importance of personal attributes in the recovery process. The present 
study aimed to further previous research by exploring both mental and physical
illness representations and attitudes about the importance of personal attributes in 
recovery in a lay population sample.
1.1 Illness Representations
Increasingly, the field of health psychology has sought to understand 
individual differences in treatment adherence and outcomes in physical illness (e.g. 
Ajzen, 1973, 1985; Jones et al., 2014; Rosenstock, 1974). One avenue of research 
and theory has focused on understanding the schematic representations of illnesses 
that individuals hold and how these might influence health-behaviours, coping and 
outcomes.
1.1.1 The Common Sense Model o f  Illness Representations
Much of the research on illness representations has used the Common Sense 
or Self^Regulation M odef of illness (CSM; Leventhal, Meyer & Nerenz, 1980). 
According to the CSM, individuals construct mental representations of illness that 
influence coping strategies and subsequent illness outcomes (Appendix A). The 
model proposes that two parallel pathways occur with the perception of a health 
threat. One pathway involves the development of the representation of the illness 
threat and a coping plan to manage that threat. The second pathway involves the 
emotional reaction to the illness and a coping plan to deal with that reaction. The 
two pathways are said to interact with each other. The nature of the illness 
representations sets the goals for coping and so influences the coping strategies
 ^ Researchers have used 'Common Sense Model'  and 'Self Regulation Model' interchangeably in the  
research. The te rm  'Common Sense Model' or CSM will be used in the  rest of this paper as per the  
original paper on th e  model (Leventhal et al, 1980)
adopted (Levethal, Nerenz & Steele, 1984). The processing system is recursive in 
nature; coping strategies are appraised, which affects illness and emotional 
outcomes, which in turn influences illness stimuli, cognitive representations and 
coping strategies. The main utility of the model has been in using cognitive 
representations to understand and predict coping strategies in response to illness and 
in identifying areas for interventions to change health-behaviours, such as medication 
adherence.
1.1.2 Structure and Content o f  Illness Representations
In the CSM, illness representations are constructed f-om three sources of 
information: a general pool of information already assimilated through cultural and 
social knowledge and experience of an illness; external information from perceived 
significant others or authoritative figures, such as doctors; and, current experience of 
the illness, such as symptoms, previous experience of that illness and attempted 
coping strategies (Hagger & Orbell, 2003; Leventhal et al., 1980; Weinman & Petrie, 
1997).
Early research into illness representations found that they seemed to comprise 
similar themes across individuals and illnesses (e.g. Bishop, 1987; Leventhal et al., 
1980; Leventhal et al., 1984; Linz, Penrod & Leventhal, 1982). The key dimensions 
proposed in the CSM are: cause (beliefs about what might have caused the illness); 
consequences (beliefs about the impact of an illness on an individual); identity 
(symptoms that an individual associates with an illness); and timeline (beliefs about 
the chronicity of an illness).
These dimensions have been validated across numerous studies of physical 
illnesses with patient samples including diabetes (e.g. Bazzazian & Besharat, 2012;
8Edgar & Skinner, 2003; Griva, Myers & Newman, 2000; Hnston & Honk, 2011; 
Lawson, Bnndy, Lyne & Harvey, 2004), cardiovascular conditions (e.g. Figueiras & 
Weinman, 2003; Scharloo et al., 1998), psoriasis (e.g. Fortune, Richards, Griffiths & 
Main, 2002; Scharloo et al., 1998; Scharloo et al., 2000) and Addison's Disease (e.g. 
Heijmans & de Riddler, 1998).
M easurem ent of Illness Representations. A number of measures based on 
the CSM have been developed over time. The most widely validated, the Illness 
Perception Questionnaire (IPQ; Weinman, Petrie, Moss-Morris & Home, 1996), 
measures the four dimensions originally proposed in the CSM (identity, causes, 
consequences and timeline) along with items to assess beliefs about 
cure/controllability of an illness. The IPQ was later revised (IPQ-R, Moss-Morris et 
al., 2002) to incorporate a dimension relating to emotional representations (beliefs 
about the emotional impact of an illness), which Leventhal had proposed to impact 
on coping strategies and emotional outcomes in his original work (Leventhal et al., 
1980; Leventhal et al., 1984). In the IPQ-R, the cure/control dimension was made 
into two separate dimensions assessing beliefs about treatment control and personal 
control. This was due to internal consistency issues in the original single dimension. 
The original timeline dimension was reconstituted to make two separate dimensions, 
one measuring beliefs about the chronicity o f an illness and the other measuring 
beliefs about the cyclical nature of an illness. An illness coherence dimension was 
also added to evaluate the overall meaning of an illness to a patient (Moss-Morris et 
al., 2002).
Hagger and Orbell's (2003) meta-analysis of quantitative studies using the 
CSM in patient samples with different illnesses found consistent inter-relationships 
between the illness representation dimensions that supported Leventhal's original
model. Specifically, strong negative associations were found with the cure/control 
dimension and the consequences, identity and timeline (chronic) dimensions. 
Positive correlations were found between consequences and identity and timeline 
(more serious consequences were associated with more symptoms and a more 
chronic timeline).
1.1.3 The CSM and Mental Health
Leventhal (1992) suggested that the CSM could also apply to mental illness. 
A smaller number o f studies have investigated the applicability of the model to 
mental health difficulties, primarily to depression (e.g. Brown et al., 2001; Cabassa et 
al., 2008; Fortune, Barrowclough & Lobban, 2004;) and schizophrenia (e.g. Clifford, 
1998; Kinderman, Lobban, Setzu & Salmon, 2006; Lobban & Barrowclough, 2005; 
Lobban, Barrowclough & Jones, 2004, 2005; Williams & Steer, 2011). These 
studies, conducted in clinical samples, have found similar patterns of inter­
relationships between the illness representation dimensions as found in studies of 
physical illness.
1.1.4 The CSM and Lay Representations
A small number of studies have investigated the CSM in lay samples. 
Generally, the CSM has been supported in relation to healthy individuals' 
perceptions o f AIDS, tuberculosis and skin cancer, with similar patterns of inter­
relationships between illness representation dimensions (Figueiras & Alves, 2007). 
Figueiras and Alves (2007) also found that illness representations accounted for a 
significant variance in attitudes and intentions towards preventative health 
behaviours.
Studies have also found that the CSM dimensions are endorsed and 
comparable in both people who had and had not experienced cancer, influenza.
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hypertension, depression and schizophrenia but there were differences in the content 
of the representations based on illness type and personal experience (Del-Castillo, 
Godoy-Izquierdo, Vasquez & Godoy, 2011; Godoy-Izquierdo et al., 2007). Causes of 
physical and mental illnesses were perceived differently with personal factors being 
endorsed more often for mental than physical conditions. Additionally, personal 
control was perceived to be lower for mental illnesses (Godoy-Izquierdo et al., 
2007). These initial findings require replication but do point towards the utility of 
further studying illness representations in lay populations.
1.1.5 The CSM and Outcomes
Hagger and OrbelTs (2003) meta-analysis indicated that CSM dimensions 
were predictive of illness outcomes. The types of outcomes considered in the 
physical health CSM literature include treatment adherence, symptom reduction, 
emotional well-being, and social functioning. Studies looking at mental health have 
predominantly focused on treatment adherence and symptom severity and, very 
recently, return to work (e.g. Fortune et al., 2002; Lobban et al., 2004; Lovvik, et al., 
2014; Scharloo et al., 1998, 2000; Williams & Steer, 2011) and have found 
relationships between CSM dimensions and these outcomes.
1.2 Recovery
Within CSM literature, recovery has been considered largely in the context of 
outcome and predominantly operationalised by symptom resolution, for example in 
studies o f patients who have experienced myocardial infarction (e.g. Petrie et al., 
1996); this conceptualisation of recovery is often referred to as 'clinical recovery'. 
There is acknowledgement that clinical recovery does not fully take into account the 
entire recovery process. For example, symptoms might resolve following a surgical
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procedure, but an individual may experience lasting effects on mobility, which in 
turn might affect their ability to engage in activities (e.g. Orbell, Johnston, Rowley, 
Espley & Davey, 1998). The view of recovery as being broader than symptom 
reduction or eradication is inherent within physical rehabilitation models (e.g. 
Harrison, 1984; Wright, 1983). Within mental health, there has also been a move 
away from a clinical recovery focus to a broader view of recovery, in which it has 
been defined as 'a  process of changing one's orientation and behaviour from a 
negative focus on a troubling event, condition or circumstance to the positive 
restoration, rebuilding, reclaiming or taking control of one's life', (p 2, NIMHE, 
2005) and is increasingly becoming a guiding principle for the development and 
practice of mental health services (CSIP, 2007). This conceptualisation of recovery 
has been described as 'personal recovery' to distinguish it 6om  the more symptom- 
based clinical recovery (Leamy, Bird, Le Boutillier, Williams & Slade, 2011).
Two recent reviews suggest that, although personal recovery in mental health 
is inherently an individual process, a small number of common themes are evident; 
these include empowerment and control, positive identity, connectedness, hope, 
optimism and discovering meaning and purpose (Leamy et al., 2011; Tew et al., 
2012). In essence, personal recovery is conceived as a process that emphasises 
personal agency and the role of an individual's own personal attributes in recovery. 
This contrasts to the more traditional medical model view of recovery which can be 
operationalised as: illness -  treatment -  recovery. The importance of personal agency 
in recovery has been a central principle within the development of recovery-oriented 
practice (Le Boutillier et al., 2011) in that it is a model of practice that encourages 
individuals to accept their personal influence over their illness and recovery 
(NIMHE, 2005; Shepherd, Boardman & Slade, 2008). However, conceptualisations
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of personal recovery and recovery-oriented practice have been developed within 
health services, by service users and professionals. The extent to which the lay 
population might endorse these personal recovery attitudes is unknown. A further 
question is whether personal agency and attributes are considered equally important 
for recovery in physical and mental health conditions by lay samples.
1.3 Personal Recovery and the CSM
According to the CSM, when individuals face a threat to their health, they 
develop a narrative that includes questions about causes, consequences, chronicity 
and likelihood of cure and control. Recovery attitudes are likely an element of 
thinking about chronicity and cure/control. McCarthy, Lyons, Weinman, Talbot and 
Purnell (2002) found that expectations and attitudes before oral surgery in the form 
of CSM dimensions o f personal control, timeline and identity that were adapted to be 
more recovery-focused (e.g. 'how long will it take to recover' and 'what I do can 
predict my recovery') predicted recovery as measured by symptoms, return to work 
and anxiety following the surgery. This suggests that attitudes towards recovery 
might relate to illness representations, coping strategies adopted and outcomes 
(McCarthy et al, 2002). The control measures that were adapted to be more 
recovery-focused emphasised a sense of personal agency in recovery, which was 
associated with actual recovery. This provides initial evidence for a conceptual link 
between perception o f personal attributes being key to recovery and the CSM and 
outcomes. This link is further supported by studies that have found a relationship 
between self-efficacy (the belief that one can successfully perform a behaviour to 
achieve an expected outcome; Bandura, 1977, 1997), which also emphasises personal 
agency, and illness representations in patient samples (e.g. Lau-Walker, 2006, 2007).
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It would therefore be reasonable to expect that an attitude that personal 
attributes are important in recovery &om a condition would be associated with more 
perceived control over that condition. The conceptualisation of personal recovery as 
a process involving personal agency was developed in the context of chronic mental 
health conditions (e.g. Anthony, 1993). It is possible that traditional views of clinical 
recovery are perceived as less likely in chronic conditions. Beliefs that personal 
attributes, such as optimism and resilience, may therefore be considered as more 
important to recovery if the timeline of an illness is perceived as more chronic. 
Personal recovery attitudes might also be more relevant to mental health conditions 
than physical conditions based on previous research suggesting that the causes of 
mental health problems are more attributed to personal factors (Godoy-Izquierdo et 
al., 2007).
1.4 Present Study
Previous research on the CSM has demonstrated that individuals hold 
schematic beliefs about physical and mental illnesses that influence coping and 
outcomes. Initial research with lay samples has suggested that 'healthy' individuals 
hold similar representations to those who experience the conditions in question (e.g. 
Figueiras & Alves, 2007; Leventhal, et al., 1980). Some evidence suggests that 
attitudes about recovery can be understood in the context of the CSM and health 
outcomes (McCarthy et al., 2002). The current study aimed to expand on current 
research by looking at illness representations o f both physical and mental health 
conditions in lay samples, to assess personal recovery attitudes towards physical and 
mental health conditions and to assess the relationship between illness 
representations and recovery attitudes. It might be argued that the CSM dimension
14
'personal control' is a way of operationalising personal recovery attitudes. However, 
it is argued here that this dimension does not capture the specific personal attributes 
that are theorised to be involved in personal recovery such as optimism and 
resilience. Similarly, although McCarthy's (2002) adapted CSM recovery 
dimensions encapsulated personal agency, they did not include other personal 
attributes and seemed more focused on predicting clinical and functional recovery, 
rather than personal recovery.
The current study explored representations of illness and attitudes towards 
personal recovery using vignettes. Previous CSM research has highlighted the 
influence of perceived chronicity on other illness representations (e.g. Hagger & 
Orbell, 2003) and the concept of personal recovery has generally only been applied 
to chronic conditions. To investigate the impact o f chronicity the duration of 
symptoms was manipulated within the vignettes such that the two health conditions 
were presented as 'acute' where symptoms had been present for two weeks and the 
other two as 'chronic' where symptoms had been present for a year. The conditions 
were carefully selected in order to match mental and physical conditions for the 
commonness o f symptoms, in addition to manipulating chronicity, and to use 
conditions that have been validated with the IPQ.
It was hypothesised that:
1. For all four conditions the inter-relationships would follow those found in 
previous studies of CSM dimensions in clinical and healthy samples (e.g. 
Figuieras & Alves, 2007; Hagger & Orbell, 2003). Specifically, it was 
predicted that timeline acute/chronic would be positively associated with 
timeline (cyclical), consequences and emotional representations, but 
negatively associated with control (personal and treatment). Emotional
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representations would be positively associated with consequences but 
negatively associated with control beliefs (personal and treatment) and illness 
coherence. Treatment and personal control would be negatively associated 
with perceived consequences.
2. The vignettes with a 'chronic' (one year) presentation of symptoms 
(schizophrenia and diabetes) would be rated as having a more chronic and 
cyclical timeline, more serious consequences, more distressing emotional 
representations and less personal and treatment controllability and illness 
coherence than the vignettes with an 'acute' presentation of symptoms (two 
weeks) (depression and psoriasis).
3. The mental health vignettes will be rated as having more psychosocial and 
less biological causal attributions than the physical health vignettes, 
regardless of chronicity.
4. There will be higher levels of agreement that personal attributes are important 
in recovery in the mental health conditions than the physical health 
conditions.
5. Attitudes towards personal recovery will correlate positively with CSM 
dimensions o f timeline (acute/chronic), personal control, illness coherence 
and psychosocial causes, regardless of the condition.
2 M ethod
2.1 Design
A 2 X 2 mixed experimental design was implemented with an online survey 
tool. The within group factor was condition type and had 2 levels (physical and
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mental health). The between groups factor was duration of symptoms (two weeks/ 
'acute' or one year/ 'chronic'). Participants were automatically randomly assigned 
to the between-participant condition. A counterbalanced presentation order was used 
for the within groups factor (physical/mental health condition). The dependent 
variables were CSM illness representation dimensions, as measured by the IPQ-RH 
(timeline acute/chronic, timeline cyclical, consequences, emotional representations, 
illness coherence, treatment control, personal control and cause) and attitudes 
towards personal recovery.
2.2 Participants
The study used a general population sample recruited online using a 
snowballing strategy via email and social media (Facebook and Twitter). The final 
sample comprised 263 participants who completed the study in its entirety. One 
hundred and twenty two (31.7%) participants were not included in the analysis 
because they did not complete the study. O f these 122 participants, 107 supplied 
demographic information. This was compared to the final sample to assess any 
potential bias due to attrition. There were no significant differences between those 
who completed the study and those who did not in terms of age, ethnicity and 
relationship status. Significant differences were found in gender (%^=8.17, < ^1 , 
p<.01) and level of education (%^=12.89, p=.012), with fewer men (27.4%
compared to 42.6%) and a higher proportion of participants educated to degree level 
(79.1% compared to 67%) in the final sample.
Participants were randomly allocated to the two independent experimental 
groups (acute and chronic). The final sample comprised 130 participants in the acute 
group and 133 participants in the chronic group. The comparable sample sizes
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indicate that there was not disproportionate dropout &om either experimental group. 
Table 1 summarises the demographic characteristics of the two groups in the final 
sample. Chi-square and t-test analyses found no significant differences between the 
demographics of the two groups (Appendix B).
Table 1. Demographic characteristics of final sample
Experimental Group 
Acute (n= 130) Chronic 
(n=133)
Total (n=263)
Mean age (SD) 36.86 (13.45) 37.85 (14.34) 37.36 (13.90)
Age range 16-84 16-80 16-84
Gender (% female) 73.1 72.2 72.6
Ethnicity (% White British) 88.5 88.0 88.2
Religion: No religion (%) 51.5 43.6 47.5
Religion: Christian (%) 44.6 50.4 47.5
Religion: Other (%) 3.9 6.1 5.0
Highest level education (% with 83.8 74.4 79.1
degree)
Relationship status (% married 76.1 70.7 73.4
or living with partner)
2.3 M easures and Stimuli
2.3.1 Demographics
A bespoke demographics questionnaire was developed, comprising age, 
gender, occupation, religion and ethnic background (Appendix C).
2.3.2 Vignettes
Vignettes were created to describe the experience of two mental health and 
two physical health conditions (Appendix D). The Mental Health Vignette A
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described the experience of depression in an acute phase that presented two weeks 
earlier and was derived from DSM criteria for major depressive disorder (as used in 
Link, 1999). The Physical Health Vignette A described the experience of a skin 
condition that presented for the first time two weeks earlier and was created using 
information about psoriasis on the NHS website 
(http://www.nhs.uk/Conditions/Psoriasis/Pages/lntroduction.asnx: NHS, 2014).
The Mental Health Vignette B described the experience of schizophrenia that 
started to present one year earlier, and was derived from DSM criteria for a diagnosis 
of schizophrenia (as used in Link, 1999). The Physical Health Vignette B described 
the experience of diabetes that presented for the first time one year earlier and was 
created using information about Type 1 Diabetes^ on the NHS website 
(http://www.nhs.uk/Conditions/Diabetes-tvpel/Pases/lntroduction.aspx: NHS,
2014).
The four conditions were chosen because they have all been used in research 
exploring the CSM (e.g. Cabassa et al., 2008; Edgar & Skinner, 2003; Fortune, 
Barrowclough & Lobban, 2004; Griva et al., 2000; Fortune et al., 2002; Kinderman 
et al., 2006; Lobban & Barrowclough, 2005; Scharloo et al., 2000). Depression and 
schizophrenia have also been frequently used in vignette research into attitudes and 
stigma (e.g. Link, 1999). The conditions were also selected in order to attempt to 
control for commonness of symptoms, as well as chronicity. Diagnostic labels were 
omitted from the vignettes to try to avoid any stigma or connotations associated with 
the labels.
 ^The condition described in this vignette will be referred to  as 'd iabetes ' th roughout th e  paper. 
Although information about Type 1 d iabetes was used to  create  the  vignette, the  diagnostic label 
was not used and so it is not known if participants w ere  able to distinguish it from Type 2.
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2.3.3 CSM illness representations
The niness Perception Questionnaire Revised for Healthy Individuals was 
used to assess the illness representation dimensions of the CSM (Appendix E; IPQ- 
RH; Figueiras & Alves, 2007). The IPQ-RH is an adapted version of the widely used 
and validated IPQ-R (Moss-Morris et al., 2002) for 'healthy' samples. The IPQ-RH 
is worded to be more suitable to a lay population (e.g. changing "my illness" to "the 
illness"). Some of the original IPQ-R items were omitted by Figueiras and Alves 
(2007) as they were deemed irrelevant to a healthy population. The IPQ-RH 
includes items pertaining to the CSM illness representation dimensions: identity, 
consequences, timeline (acute/chronic), timeline cyclical, illness coherence, personal 
control, treatment control and emotional representations. The identity dimension is 
assessed by listing symptoms and asking participants if  they would associate them 
with a particular illness. This was omitted in the current study because the vignettes 
provided a description of the symptoms present to try to control for variation in 
individuals' beliefs about what symptoms might be present. All items relating to the 
dimensions were scored on a five point Likert scale ranging from strongly disagree to 
strongly agree, scored 1 to 5. Items in the Coherence dimension and several items in 
the Timeline Acute/Chronic dimension were reverse scored (indicated in Appendix 
E). Table 2 summarises each dimension used in this study.
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Table 2. Sum m ary of IPQ-RH illness representation dimensions
IPQ-RH
dimensions
Number
of items
Range
of
scores
Interpretation Example item
Timeline
Acute/Chronic
5 5-25 Higher scores 
indicate more 
chronic timeline
This condition will 
last for a long time
Timeline
Cyclical
3 5-15 Higher scores 
indicate more 
cyclical timeline
The symptoms come 
and go in cycles
Consequences 4 5-20 Higher scores 
indicate more 
serious 
consequences
This condition has 
serious financial 
consequences
Personal
Control
3 5-15 Higher scores 
indicate a greater 
sense of personal
control
I have the power to 
influence this 
condition
Treatment
Control
3 5-15 Higher scores 
indicate stronger 
beliefs that treatment 
can provide 
cure/control
The treatment can 
control this condition
Emotional
Representations
4 5-20 Higher scores 
stronger/more 
negative feelings 
about the condition
When I think about 
this condition I get 
upset
Illness
Coherence
3 5-15 High scores indicate 
a greater 
understanding of the
condition
This condition is a 
mystery to me
The IPQ-RH dimensions have been found to have good internal reliability in 
previous research, ranging h-om 0.64 to 0.81 (Figueiras & Alves, 2007). The 
measure also includes a number of items relating to beliefs about the causes of each 
condition. Participants were presented with a list o f thirteen possible causes for each 
condition (Appendix E), such as 'family problems', 'personality' and heredity and 
were asked the extent to which they agreed that they were cause of that condition on 
a five point Likert scale (ranging &om strongly disagree to strongly agree). The
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causal items were grouped into two categories: psychosocial risk factors (comprising 
family problems, personal attitude, personality, emotional state, overwork and stress 
or worry) and biological risk factors (comprising pollution, poor medical care, 
immunity, ageing and heredity). The psychosocial risk factors replicated the 
psychological attributions factor used by Figueiras and Alves (2007). Figueiras and 
Alves labelled their second causal factor as 'general risk factors' but in order to make 
the factor more specific to biological risk factors that would be outside of an 
individual's control, diet and eating habits and overweight were omitted from the 
second factor.
The word "condition" rather than "illness" was used throughout the materials 
to explore if there were differences in whether or not physical and mental health 
conditions were perceived as illnesses. This was assessed with an additional 
question: "Would you consider the condition described as an illness?"
2 3 .4  Attitudes about attributes key to Personal Recovery
As discussed earlier, empirical work on personal recovery processes 
emphasises the importance o f personal attributes such as optimism, resilience and 
positive identity. Given the relatively nascent status of personal recovery research 
and its development in mental health context, lay attitudes towards personal recovery 
have never been operationalised into a measure. In this study, four statements that 
represent common themes that have emerged in recovery literature (e.g. Anthony, 
1993; Bonney & Stickley, 2008; Leamy et al., 2011; Pilgrim, 2008; Slade, 2009; 
Tew et al., 2012), specifically optimism, resilience, identity and expectations, which 
would require personal agency, were used to assess the degree to which participants 
believed these attributes to be important to recovery from each of the conditions in 
the study (Appendix F). The four items,
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% '/(gcovgT^;^/zz.y coMa^ z^ /oM wow/a^  zMvo/vg rg-
g.9/a6/zj/zzMg a /?o.9z/zvg züfgMnYy', '/(ggovgnzzg r/zz^  gozz^ /z^ zoM wozz/^ / rg^ zzzz-g
6ggomzMg zMoz'g rg^ yzVzgnL, and 'Rgcovgz}; ^ozn r/zz^  cozzz/zfzozi wowZzy zy^gzzzy ozz zzzy 
gAygg/zz^ zozi.y azzzy a/rz/zzcyg.y' were rated on an agreement scale of 0 to 10, with 0 
indicating no agreement and 10 indicating complete agreement. The mean of the 
four items was taken to create a single measure of attitudes about personal recovery 
attributes. The four item scale had good internal reliability for each condition (.83 to 
.87). Higher scores indicated more agreement that personal attributes would be 
important for recovery h"om the condition.
2.4 Ethics
The present study was approved by the Faculty of Arts and Human Sciences 
Ethics Committee (Appendix G). Informed consent was gained by providing 
participants with study information (Appendix H) before they were asked to confirm, 
on the online form, that they were aged 16 years or over and happy to take part; if 
they answered no to either of these questions the study automatically terminated and 
they were taken to an end of study screen (Appendix I). Participants were not asked 
to provide any personal or identifiable data and were advised that they could 
withdraw from the study at any time but that once they had submitted their data it 
could not be withdrawn because the study is entirely anonymous. Their IP addresses 
were deleted to further protect anonymity. If participants chose to withdraw before 
completion of the study only their basic demographic data were used in order to 
assess final sample bias. No items included in the study were considered likely to 
cause distress and the vignettes were based on publicly accessible information about 
health conditions and psychological symptoms. Sources of further information and
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support regarding the conditions described were provided at the end of the study 
(Appendix J), as were researcher contact details.
2.5 Procedure
The stimuli in each experimental condition were presented in the following
order;
a. Demographic questions
b. Vignette 1
c. IPQ-RH
d. Recovery Statements
e. Additional question - "Would you consider the condition described as 
an illness?" (Yes/No)
f. Vignette 2
g. IPQ-RH
h. Recovery Statements
i. Additional question - "Would you consider the condition described as 
an illness?" (Yes/No)
2.6 Data Analysis
Following data cleaning, initial descriptive analyses were conducted to assess 
the distribution of the data. Correlation analyses were used to investigate 
relationships between illness representation dimensions and personal recovery 
attitudes (Hypotheses 1 and 5). Parametric assumptions were considered to be met in 
both the IPQ-RH and Personal Recovery data because the sample sizes within each 
condition were large and approximately equal and the distribution of the data roughly
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normal (Clark-Carter, 1997). Analysis o f variance (ANOVA) and t-tests were used 
to compare scores on the IPQ-RH illness representation dimensions, causal 
attributions and personal recovery attitudes (Hypotheses 2, 3 and 4). Test
assumptions are described in the relevant sections of the Results.
3 Results
3.1 Perceptions of the Conditions described in the Vignettes
Participants were asked "Do you consider the condition described to be an 
illness?" As illustrated in Table 3, the majority of participants considered all the 
conditions described to be an illness. The proportion of participants endorsing the 
condition as an illness were highest for the two chronic conditions.
Table 3. Summ ary of responses to the question “W ould you consider this
condition to be an illness?”
Condition described in 
vignette
Would you consider this condition to be an illness? 
Y e s -N (% ) N o - N ( % )
Depression (n=130) 114(87.7) 16(12.3)
Psoriasis (n=130) 113(86.9) 17(13.1)
C/zroMzc
Schizophrenia (n=133) 124 (93.2) 9 (6.8)
Diabetes (n=133) 128 (96.2) 5 (3.8)
3.2 Illness Representations
3.2.1 Descriptive Statistics and Internal Reliability
The descriptive statistics of the dimensions for each health condition are 
presented in Table 4. Although diagnostic labels were not used within the vignettes
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they have been used within the analysis that follows to aid presentation and 
interpretation. In effect, participants were asked to answer the items based on the 
symptoms characteristic of these conditions. There is no assumption that they would 
have labelled the conditions with the diagnostic labels.
Table 4. Descriptive Statistics and In ternal Reliability for IPQ-RH dimensions
IPQ-RH Illness Acute Chronic
Representation Depression Psoriasis Schizophrenia Diabetes
Dimension n=130 n=130 n=133 n=133
Mean (SD) Mean (SD) Mean (SD) Mean (SD)
alpha
Timeline Aeute/ 15.58 (3.07) 15.82 (3.08) 18.39(3.13) 20.94 (3.42)
Chronic a=.75 a=.7P a=.,97
Consequences 16.12(2.04) 13.17(2.54) 17.62 (2.04) 14.03 (2.18)
a-.dd a - .67
Personal Control 11.58(1.95) 10.54 (2.11) 10.40 (2.21) 12.04 (2.00)
a=.7d a=.77 a=.69 ^=.67
Illness Coherence 10.85 (3.06) 8.84 (3.22) 9.68 (2.98) 11.22 (2.58)
a=.8S
Emotional 10.78 (3.46) 10.15(3.49) 11.80 (3.31) 10.11 (3.49)
Representations a—.85 a=.S4 a=. 7^ a=.82
Dimensions excluded from further analysis due to low internal reliability:
Timeline Cyclical 11.14(1.78) 10.16(1.83) 11.01 (1.62) 9.88 (2.18)
Treatment 10.46 (1.88) 10.92(1.79) 10.04(1.74) 10.85 (1.87)
Control a=.67 a=.51 a=.29
Internal reliability o f the Timeline Cyclical and Treatment Control 
dimensions was below an acceptable level (<.6; Kline, 2000) in two or more 
conditions. Consequently, these dimensions were not used in further analysis. 
Although Cronbach's alpha for the Consequences dimension in the diabetes 
condition (.44) was below the acceptable level, this dimension was included given its 
acceptable reliability in the other conditions and its centrality in the CSM. However, 
it is noted here that the interpretation of this dimension requires caution. All other
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illness representation dimensions had acceptable levels of internal reliability across 
the conditions, ranging from .67 to .91.
The descriptive statistics indicate that participants rated the vignettes with a 
chronic (one year) presentation o f symptoms (schizophrenia and diabetes) as more 
chronic on the Timeline Acnte/Chronic dimension than the vignettes with a two 
week presentation of symptoms (depression and psoriasis). Emotional 
representations seemed to be more negative for the mental health conditions than 
physical health conditions. Participants had the most coherent understanding of 
diabetes and rated themselves as having more personal control of the diabetes 
symptoms than those within other conditions. The consequences of depression and 
schizophrenia were rated as more severe than those of psoriasis.
3.2.2 Inter-correlations between IPQ-RH dimensions
Pearson's correlation coefficients were computed for each of the four health 
conditions to investigate the inter-relationships between CSM dimensions (Tables 5 
to 7). Correlations with treatment control and timeline cyclical have been omitted 
due to the low internal consistency in those dimensions.
In Hypothesis I, it was predicted that scores on timeline (chronicity) would 
be positively correlated with scores on consequences and emotional representations, 
but negatively correlated with personal control. Table 5 indicates that the predictions 
are supported largely for all conditions except diabetes.
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Table 5: Pearson’s correlations for timeline (chronicity) by condition
Timeline Acute Chronic
(chronicity)
with
Depression
(n=130)
Psoriasis
(n=130)
Schizophrenia
(n=133)
Diabetes
(n=133)
Consequences .245 .300 .318 .048*
(p=.005) (p<.001) (p<.001) (p=.583)
Emotional .182 .046 .178 -.160
representations (p=.038) (p=.604) (p=.041) (p=.066)
Personal control -.305 -.215 -.126 .217
(p<.001) (p=.014) (p=.149) (p=.012)
*Low internal reliability -  consequences dimension
Contrary to prediction, perception of greater diabetes chronicity was 
associated with more, not less, personal control. In contrast, chronicity was 
negatively correlated with control in the other conditions, although the relationship 
was weak and non-significant in schizophrenia. Generally, across the vignettes, 
chronicity and emotional representations shared a weak positive relationship but, for 
diabetes, the relationship was negative although the effect was weak. As predicted 
chronicity was moderately positively correlated with perceived negative 
consequences for depression, psoriasis and schizophrenia, but there was little 
evidence of an association between the two dimensions for diabetes.
In Hypothesis 1, it was also predicted that emotional representations would 
be positively associated with consequences but negatively associated with personal 
control beliefs and illness coherence. Correlations for all conditions are shown in 
Table 6.
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Table 6: Pearson’s correlations for emotional representations by condition
Emotional Acute Chronic
representations
with
Depression
(n=130)
Psoriasis
(n=130)
Schizophrenia
(n=133)
Diabetes
(n=133)
Consequences .117 .389 .301 .292*
(p=. 186) (p<.001) (p<.001) (p=.001)
Personal control -.059 -.009 -.120 -.123
(p=.502) (p=.917) (p=.170) (p=.157)
*Low internal reliability -  consequences dimension
Predictions regarding the relationship between emotional representations and 
consequences were supported. Stronger negative emotional representations about the 
condition were associated with more serious consequences in diabetes, psoriasis and 
schizophrenia and to a weaker extent in depression. There was little evidence of an 
association between emotional representations and personal control.
Hypothesis 1 was tested only in relation to personal control and consequences 
given that treatment control lacked acceptable internal reliability. Contra to 
prediction, Table 7 indicates little evidence of an association between personal 
control and negative consequences in any condition.
Table 7: Pearson’s correlations between consequences and personal control by 
condition
Acute Chronic
r i f r c i O n C l l  K^Ofli rCJl Depression Psoriasis 
(n=130) (n=130)
Schizophrenia
(n=133)
Diabetes
(n=133)
Consequences .088 -.001 
(p=.317) (p=.989)
-.130
(p=.136)
.019*
(p=.829)
*Low internal reliability - consequences dimension
Taken together, the findings presented in Tables 5 to 7 provide mixed support 
for Hypothesis 1.
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3.2.3 Differences in illness representations by chronicity
Hypothesis 2 predicted that the vignettes with a 'chronic' (one year) 
presentation of symptoms (schizophrenia and diabetes) would be rated as having a 
more chronic and cyclical timeline, more serious consequences, more distressing 
emotional representations and less personal and treatment controllability and illness 
coherence than the vignettes with an 'acute' presentation of symptoms (two weeks) 
(depression and psoriasis). A doubly multivariate analysis was considered because 
CSM literature suggests that the IPQ-RH dimensions are theoretically related and 
would therefore be inter-correlated to a moderate level. However the correlation 
analyses above do not support this. In addition, some dimensions could not be used 
due to unacceptable reliability. Consequently, mixed ANOVAs were conducted to 
test Hypothesis 2 omitting the timeline (cyclical) and treatment control dimensions 
due to their low reliability. Levene's test o f equality o f variance was not significant 
for all dimensions except personal control in the mental health conditions (F(261,I) 
= 6.84, p = .009) and illness coherence in the physical health conditions (F(261,l) = 
14.76, p<.001). However, ANOVA was still used given it is robust to violations of 
the assumption of equality of variance when sample sizes are large and 
approximately equal, and when the difference in variance between the groups is less 
than three times as great (Clark-Carter, 1997), which was the case.
Table 8 summarises the results of the analyses and Table 9 summarises the 
descriptive statistics o f the experimental conditions. Due to the inflated risk of Type 
I error through the number of analyses conducted, only differences where p<.01 are 
highlighted within the text.
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Table 8. Sum m ary of mixed ANOVAs com paring IPQ-RH  dimensions across 
condition type (mental /physical health) and chronicity (acute/chronic)
IPQ-RH Within groups Between groups Interaction
dimension (condition type) (chronicity) (condition*chronicity)
n=263 (df 1,261)
F P F P F P
Timeline
(Acute/Chronic)
32.62 <.001 .111 167.72 <.001 .391 22.14 <.001 .078
Consequences* 346.73 <.001 .571 32.45 <.001 .111 3.40 .066 .013
Personal Control 3.94 .048 .015 .609 .436 .002 78.38 <.001 .231
Illness
Coherence
1.18 .278 .005 4.20 .039 .016 66.09 <.001 .202
Emotional
Representations
41.31 <.001 .137 1.63 .203 .006 8.62 .004 .032
*Low internai reliability - diabetes vignette
Taken together the results indicate some support for Hypothesis 2. A 
significant main effect of chronicity was found for the timeline acute/chronic and 
consequences dimensions, with the conditions denoted in the vignette as chronic 
(schizophrenia and diabetes) being rated as having a more chronic timeline and more 
severe consequences than those denoted as acute (depression and psoriasis). 
However, the interpretation of the main effects is modified by the presence o f a 
significant interaction effect between chronicity and condition type for all 
dimensions except consequences (although p=.066 indicates some evidence of an 
interaction on this dimension). This suggests the effect of chronicity on illness 
representations differed by condition type (physical or mental health). Descriptive 
statistics, interaction graphs (Appendix K) and post-hoc analyses using t-tests were 
examined to understand the interaction effects. Exploration of the interaction effect 
for timeline (acute/chronic) suggests that although both chronic conditions were 
rated as have a more chronic timeline, the difference between the acute and chronic 
conditions was greater in the physical health conditions (mean difference 5.12) than 
the mental health conditions (mean difference 2.84). Examination of the interaction
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effect for the emotional representations, illness coherence and personal control 
dimensions suggested that the chronic mental health condition (schizophrenia) was 
perceived as having more negative emotional representations (t (261) = -2.14, 
p=.015), less perceived personal control (t (258) = 4.59, p<.001) and a less coherent 
understanding o f the condition (t (261) = 3.12, p=.002) than the acute mental health 
condition (depression). In contrast, participants rated perceived personal control (t 
(261) = -5.92, p<.OOI) and illness coherence (t (247) = -6.62, p<.001) as being higher 
in the chronic (diabetes) than the acute (psoriasis) physical health condition. 
Furthermore, there was no difference between the two physical conditions in 
emotional representations (t (261) = .10, p=.924).
Taken together the findings present mixed support for hypothesis 2.
Table 9. M eans and standard  deviations for the four IPQ-RH  dimensions for 
m ental health and physical health conditions
Mental Health 
Mean (SD)
Physical Health 
Mean (SD)
Total 
Mean (SE)
Acute (n=130) 15.58 (3.07) 15.82 (3.08) 15.70 (.22)
Chronic (n=133) 18.39(3.13) 20.94 (3.42) 19.67 (.22)
Total (n=263) 17.00 (3.40) 18.41 (4.14)
Acute (n=130) 16.12(2.04) 13.17(2.54) 14.64 (.15)
Chronic (n=133) 17.62 (2.04) 14.03 (2.18) 15.83 (.15)
Total (n=263) 16.18(2.17) 13.60 (2.04)
CoMtro/
Acute (n=130) 11.58(1.95) 10.54(2.11) 11.06 (.15)
Chronic (n=133) 10.40 (2.21) 12.04 (2.00) 11.22 (.15)
Total (n=263) 10.98 (2.16) 11.30 (2.18)
CoAercMce
Acute (n=130) 10.85 (3.06) 8.84 (3.22) 9.84 (.21)
Chronic (n=133) 9.68 (2.98) 11.22 (2.58) 10.45 (.21)
Total (n=263) 10.26 (3.07) 10.04 (3.14)
Acute (n=130) 10.78 (3.46) 10.15(3.49) 10.47 (.27)
Chronic (n=133) 11.80 (3.31) 10.11 (3.49) 10.96 (.27)
Total (n=263) 11.30(3.42) 10.13(3.48)
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3.3 Causal A ttributions
3.3.1 Descriptive Statistics
Descriptive statistics for the psychosocial and biological causal factors are 
shown in Table 10. The descriptive statistics for the two causal attributions that were 
not included in the subscales are also detailed in this table.
Internal reliability of the psychosocial and biological risk factors was 
acceptable or good across all conditions except biological risk factors in diabetes 
which was approaching the acceptable value of .6 (Kline, 2000). Analysis indicated 
that reliability would not be improved by removal of specific items. The descriptive 
statistics suggest that participants agreed more that psychosocial risk factors were 
possible causes for the mental health conditions than physical causes. The opposite 
trend was seen for the two physical health conditions, with participants rating the 
biological risk factors with more agreement as possible causes than the psychosocial 
risk factors. The descriptive statistics for the two items not included in the 
psychosocial and biological risk factors indicate that participants agreed the most that 
diet or eating habits and being overweight were possible causes for diabetes and 
agreed the least they could be causes for schizophrenia.
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Table 10. Descriptive Statistics and In ternal Reliability for IPQ -RH  causal 
attributions by condition
IPQ-RH Causal 
attributions
Acute
Depression
n=130
Psoriasis
n=130
Chronic 
Schizophrenia Diabetes 
n=133 n=133
Mean (SD) 
CrozzZzoc/z 
o(p/zo
Mean (SD) 
CrozzZzoc/z '.9 
oZpZzo
Mean (SD) 
Cz"ozzZzocZz '.s 
o^/zo
Mean (SD) 
Cz"ozzZzoc/z '.s 
o(pZzo
Psychosocial 3.92 (.50) 3.09 (.78) 3.65 (.69) 2.40 (.89)
risk factors .74 .,37 .(34 .90
Biological risk 2.80 (.61) 3.23 (.63) 2.69 (.66) 3.12 (.63)
factors .63 .67 .72 .53
Dze/ or 
Ao6z/.y
3.24 (.97) 3.64 (.95) 2.68(1.12) 4.25 (.76)
Overwezg/z/ 3.26 (.99) 2.95 (.97) 2.53(1.11) 4.19 (.78)
3.3.2 Differences in causal attribution by condition type
Mixed ANOVA was used to test Hypothesis 3 that the mental health 
vignettes would be rated as having more psychosocial and less biological causal 
attributions on the IPQ-RH than the physical health vignettes, regardless of 
chronicity. Levene's test of equality of variance was not significant for biological 
risk factors in any condition, but it was significant for psychosocial risk factors in the 
mental health conditions (F(1,261)=5.4I, p=.02I). Again, ANOVA was still used 
given its robustness to violations of the assumption of equality o f variance when 
sample sizes are large and approximately equal, and when the difference in variance 
between the groups is less than three times as great (Clark-Carter, 1997), which was 
the case. The main effect of condition type was significant for both psychosocial risk 
factors (F(I,26I)=407.14, p<.001) and biological risk factors (F(1,26I)=I04.51, 
p<.001), with psychosocial risk factors being attributed as possible causes more for 
the mental health conditions than the physical health conditions and biological risk 
factors being attributed more to physical health than mental health conditions.
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However, for psychosocial risk factors, the main effect of condition type is qualified 
by the presence of a significant interaction effect between condition type and 
chronicity (F( 1,261)= 16.16, p<.001). Follow-up t-tests and the interaction effect 
graph (Appendix L) illustrates that whilst attribution of psychosocial causes was 
higher for mental health conditions than physical health conditions, the difference 
was greater between the chronic conditions (mean difference 1.25: t(132)=6.78, 
p<.001) than the acute condition (mean difference .836: t(129)=l 1.67, p<.001). The 
findings support Hypothesis 3.
3.4 Attitudes towards Personal Recovery
3.4.1 Descriptive Statistics
Personal recovery attitude scores were derived by totalling the scores on the 
four recovery items (each scaled 0 to 10) and dividing the total by the number of 
items in order to derive an item mean score. Descriptive statistics are shown in 
Table 11 and indicate that participants rated personal attributes as being more 
important to recovery in mental health conditions than in physical health conditions.
Table 11. Descriptive statistics for personal recovery attitudes by condition
Acute Chronic
Depression Psoriasis Schizophrenia Diabetes
n=I30 n=130 n=133 n=133
Mean(SD) Mean (SD) Mean (SD) Mean (SD)
Personal Recovery 7.13(1.77) 5.61 (2.18) 7.19(1.88) 6.24(2.15)
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3.4.2 Differences in recovery attitudes by condition type
Mixed ANOVA was used to test Hypothesis 4 that attitudes about the 
importance of personal attributes in recovery would differ by condition type with 
personal recovery being rated as more important in mental health conditions than 
physical health conditions. Parametric assumptions were considered to be met: the 
sample sizes were large and roughly equal, the data appeared visually normally 
distributed and Levene's test of equality of variance was not significant: 
(F(l,261)=.757, p=.385) and (F=(l,261)=.075, p=785) for mental and physical health 
respectively.
In support of Hypothesis 4, there was a significant main effect of condition 
type on personal recovery attitude (F(l,261)=105.48, p<.001) witli participants rating 
personal attributes as being more important to recovery in mental health conditions 
(M=7.16) than physical health conditions (M=5.92). However, the interpretation of 
the main effect is qualified by the presence of a significant interaction effect between 
condition type and chronicity (F(l,261)=5.59, p=.019). An examination of the 
interaction effect plot (Appendix M) and post-hoc t-tests revealed that the difference 
between mental health and physical health conditions was greater in the acute 
conditions (mean difference 1.53, t(129)=8.75, p<.001) than the chronic conditions 
(mean difference .96, t(132)=5.71, p<.001).
3.4.3 Relationship between personal recovery attitudes and illness 
representations
Hypothesis 5 predicted that personal recovery attitudes would correlate 
positively with the IPQ-RH dimensions of Timeline (Acute/Chronic), Personal 
Control and Illness Coherence, and psychosocial risk factors.
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Table 12: Pearson’s correlations between personal recovery and illness 
representations by condition
Acute. Chronic1 crSOllal
Recovery with Depression(n=130)
Psoriasis
(n=130)
Schizophrenia
(n=133)
Diabetes
(n=133)
Timeline -.007 .248 .022 .090
(Acute/Chronic) (P=.935) (p=.004) (p=.803) (p=.303)
Personal .442 .237 .220 .142
Control (p<.001) (p=.007) (p=.011) (p=.102)
Illness -.172 -.080 .019 -.038
Coherence (p=.050) (p=.366) (p=.827) (p=.666)
Psychosocial .479 .343 .157 .193
Risk Factors (p<.001) (p<.001) (p=.070) (p=.026)
Biological .068 .094 .027 .205
Risk Factors (p=.443) (p=.289) (p=.755) (p=.018)
Table 12 indicates mixed support for Hypothesis 5. The predicted positive 
relationship between personal recovery and personal control was supported with 
higher levels of perceived personal control being associated with more agreement 
that personal attributes would be important for recovery, although to a lesser extent 
in diabetes. Evidence for a positive relationship between personal recovery and 
perceived chronicity was only found for psoriasis, with there being little evidence of 
a relationship in the other conditions. There was also little evidence of an association 
between personal recovery attitudes and illness coherence and, for depression, contra 
to Hypothesis 5, the relationship was negative, although weak.
The hypothesis was generally supported in relation to psychosocial causal 
attributions although effect sizes varied across conditions. The positive relationship 
between personal recovery attitudes and psychosocial causal attribution was strong 
for depression, moderate for psoriasis and weak for diabetes and schizophrenia. 
Conversely, there seemed to be little association between personal recovery attitudes
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and biological causal attributions, except for diabetes, although this should be 
interpreted with caution due to the lower internal reliability of the scale.
4 Discussion
4.1 In terpretation and implications of findings
This study aimed to explore representations of illness and attitudes about 
personal recovery in physical and mental health conditions in a lay population 
sample. A number of experimental hypotheses were drawn from previous research 
and theory, for which mixed support was found. The inter-relationship of CSM 
illness representations followed some of the general patterns found in previous 
research, but some differences emerged. There were differences in causal 
attributions for mental and physical health difficulties, with the former being more 
attributed to psychosocial causes. Personal attributes were considered to be more 
important to recovery in mental health conditions than physical conditions, but this 
difference was greater in conditions with an acute presentation. Attitudes about 
personal attributes being important to recovery were positively associated with 
perceived personal control in all conditions except diabetes and psychosocial causal 
attributions. The interpretation and implications of these findings is discussed.
4.1.1 Illness representations
Hypothesis 1 could not be fully tested because the timeline (cyclical) and 
treatment control dimensions had poor internal reliability. Within the psoriasis, 
depression and schizophrenia conditions, perceptions of a more chronic timeline 
were associated with more negative representations of consequences, emotional 
impact and less positive representations of personal controllability of the condition
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and a less coherent understanding of the condition. For all conditions, although to a 
lesser extent in depression, negative emotional representations were also associated 
with more serious consequences. These findings are in line with CSM theory (e.g. 
Leventhal et al., 1980), research using the CSM in clinical samples (e.g. Hagger & 
Orbell, 2003) and a study of the CSM in a lay population (Figueiras & Alves, 2007).
In contrast, correlations between some of the dimensions in the diabetes 
condition were not as predicted and not in line with previous research on Type 1 
diabetes in clinical samples (e.g. Bazzazian & Besharat, 2012; Edgar & Skinner, 
2003; Griva et al., 2000; Huston & Houk, 2011; Lawson et al., 2004). The divergent 
results might relate to the vignette used for this condition. Given the avoidance of 
diagnostic labelling, the vignette could not state that the symptoms described were 
related to Type 1 diabetes. Participants may have interpreted the symptoms as Type 
2 diabetes, a process perhaps driven by media prominence of the increasing 
prevalence o f this condition. This might fit the pattern found that perceiving the 
condition as more chronic was correlated with perceiving it as more controllable 
through personal actions, perhaps through diet, more understandable and less 
lightening, perhaps because of its media prominence. This explanation is supported 
by participants' higher agreement that diet, eating habits and being overweight were 
causes for the symptoms in this vignette. Participants interpreting the vignette in 
different ways could also account for the lower reliability o f the consequences 
dimension.
Perceived personal control was not associated with consequences in any 
condition, which is contrary to CSM literature and clinical studies, but does replicate 
the findings of Figueiras and Alves (2007). This may indicate a difference between
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lay and clinical samples, perhaps with perceived control having less of an impact 
when individuals are not currently experiencing an illness. However, this should be 
interpreted with caution due to the lower internal reliability of the consequences 
dimension in diabetes until this finding receives further replication.
Previous research has found perceived and actual chronicity to have an effect 
on illness representations irrespective of condition type (e.g. Moss-Morris et al., 
2002), however this study found an interaction effect between chronicity and type of 
health condition. It seems that the manipulated within group variable of chronicity 
had a different effect, and one that was converse to previous research, in the physical 
health conditions. Participants perceived themselves to have more personal control 
and understanding of the symptoms described in the diabetes vignette, with the 
chronic presentation of symptoms, than they did for the symptoms in the psoriasis 
vignette, with an acute presentation of symptoms. It seems most likely that it was 
participants' interpretations of the two vignettes that led to these divergent effects. 
As previously discussed, there is evidence to suggest that participants interpreted the 
chronic physical health vignette as Type 2 diabetes and consequently may have 
perceived personal control and illness coherence to be greater. These findings must 
be interpreted with caution, due to the potential effects on the reliability of the 
dimensions if  participants were thinking about different conditions in their responses, 
but the association of chronicity with higher personal control could have clinical 
implications. High perceived control has been associated with adaptive coping 
behaviours and in turn positive outcomes (e.g. Hagger & Orbell, 2003); a lay sample 
perceiving a chronic condition to be controllable could potentially lead to 
preventative health behaviours (e.g. Figueiras & Alves, 2007), for example healthy
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eating. Further research exploring the links with health behaviours in a lay sample 
would provide more clarity on this.
4.1.2 Causal attributions
Psychosocial risk factors were attributed as possible causes more for the 
mental health conditions than the physical health conditions whilst the reverse was 
true for biological risk factors. This links to previous research that has found lay 
samples to attribute personal factors to causes more for mental health than physical 
health conditions (e.g. Godoy-Izquierdo et al., 2007, Moss-Morris & Petrie, 2001). 
Previous research has found links between perceptions of cause and the type of 
treatment that would be chosen in lay samples, with individuals perceiving more 
personal causes endorsing treatment approaches that targeted these sorts of variables 
(Gody-Izquierdo et al., 2007). Although this was not explored in the present study, 
the findings might suggest the sort of treatments that would be endorsed for the 
mental health difficulties described, for example psychological interventions as 
opposed to pharmacological interventions.
4.1.3 Personal attributes in recovery
Personal attributes were rated as important to recovery to some degree for all 
conditions, but as predicted there was a significant main effect of condition type, 
with participants rating personal attributes as being more important to recovery in the 
mental health conditions than in the physical health conditions. This was again 
qualified by a significant interaction between condition type and chronicity with the 
difference being greatest between the acute conditions. It seems plausible that 
individuals perceive personal attributes to be more important to recovery Irom 
mental health difficulties because they attribute the cause more to psychosocial than 
biological factors. The difference may be smaller between chronic mental and
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physical health conditions because the chronic conditions could be viewed as more 
difficult to manage and so personal attributes would further support the recovery 
process over and above treatment, as in the case with physical rehabilitation (e.g. 
Harrison, 1984; Wright, 1983). Anthony (1993) argued that chronic mental health 
conditions affect many aspects of a person's life and sense of self and recovery 
involves overcoming stigma and the wide ranging consequences on one's life. It 
may be that personal attributes, such as identity, are more affected by mental health 
conditions and recovery would consequently involve personal attributes more so than 
in physical health conditions. Future research could explore this hypothesis further 
by investigating attitudes about personal recovery and perceptions of the degree to 
which an individual possesses those attributes.
4.1.4 Personal recovery and illness representations
As predicted, higher levels o f perceived personal control were associated with 
more agreement that personal attributes would be important for recovery in all 
conditions, although to a lesser extent in diabetes. This is in line with previous 
research that has found an association between personal agency, control and recovery 
(Lau-Walker, 2006; McCarthy et al., 2002). Stronger agreement that psychosocial 
risk factors played a role in the cause of a condition were associated with stronger 
agreement that personal attributes were important to recovery in depression, psoriasis 
and to a weaker extent in schizophrenia. This provides further support for personal 
attributes being perceived as more important to recovery in mental health conditions 
because they are perceived as having more psychosocial causes. It is also of interest 
that this relationship was not apparent in diabetes, perhaps because perceived 
personal control in the condition would be more related to diet than the psychosocial 
factors measured. Other predicted associations were inconsistent or weak across the
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conditions. The findings suggest that having a perception that personal attributes are 
important in recovery is not generally associated with perceptions o f the chronicity 
of the illness, biological causal attributions or understanding of the illness in a lay 
sample. Contrastingly, personal control beliefs do seem to be more influenced by 
other illness representations, such as timeline acute/chronic; participants perceived 
that they would have less personal control over schizophrenia than depression but 
there was no notable difference in their perceptions o f the importance of personal 
attributes to recovery from these conditions. This supports the idea that personal 
agency, which is inherent to conceptualisations of personal recovery (e.g. Leamy et 
al., 2011), is different to what is being measured by personal control.
4.2 Limitations
The reliability statistics of illness representation dimensions measured by 
IPQ-RH in this study were lower than those found by Figueiras and Alves (2007) and 
in studies using the IPQ and IPQ-R (Hagger & Orbell, 2003). This may be related to 
methodological differences. The majority o f previous CSM research has used 
clinical populations (Hagger & Orbell, 2003) or provided lay samples with 
diagnostic labels (Del-Castillo et al., 2011; Figueiras & Alves, 2007). The IPQ-RH 
validation study used different conditions (AIDS, skin cancer and tuberculosis) to 
those used in this study (Figueiras & Alves, 2007). This raises questions about the 
reliability and validity of the IPQ-RH in different samples, in regards to different 
conditions and with different methodologies. Given the IPQ-RH has been used in 
very few studies and the present study did not replicate all previous findings using 
the took further studies are warranted.
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This study manipulated chronicity by controlling the duration of symptoms in 
the vignette and support for this operationalisation is evidenced by chronic 
conditions being rated as more chronic on the timeline acute/chronic dimension. 
However the variable manipulation also tried to control for the commonness of 
symptoms and this may have accounted for some of the divergent findings. If 
participants perceived the chronic physical vignette as Type 2 diabetes the symptoms 
may also have been perceived as more common than those in the schizophrenia 
vignette. There may have been less difference between the acute and chronic 
physical health vignettes in how common the symptoms were perceived as and so the 
operationalisation of chronicity in this study may not have been the same for the 
physical and mental health conditions. Future research could use the same 
conditions between groups and manipulate the duration of symptoms, however 
conditions that tend to have a chronic timeline may still be perceived as chronic 
regardless of how long symptoms have been present.
The use of vignettes describing symptoms without diagnostic labels allowed 
for potential differences in interpretation between participants. However, providing 
diagnostic labels could also have led to differences in interpretation if schematic 
information about the condition took precedence over the described symptoms. 
Leventhal described several sources of information that influence the content of 
illness representations, which included information h"om cultural and societal 
knowledge and personal experience, external information from professionals and 
significant others and the lived experience of the symptoms (Leventhal et al., 1980). 
This study attempted to control the experience of symptoms but it was not possible to 
control other information sources. Given the inherently individual nature o f the 
pools of information from which illness representations develop it is not really
44
possible for any study to fully control for this. It does mean that conclusions relating 
the findings to the specific diagnostic labels the vignettes described must be done 
with caution as we cannot be certain that participants responded with these 
conditions in mind; more reasonable conclusions can be made about the symptoms 
described.
4.3 Future  Research
Further research into the relationship between personal recovery attitudes, 
personal control and psychosocial causes would develop the preliminary findings of 
this study that personal attributes are endorsed more for recovery in mental health 
difficulties than physical conditions in a lay sample. This study faced the problem of 
there being no tool to assess personal recovery attitudes in a lay population. Future 
research could replicate the approach taken here o f measuring attitudes about 
personal attributes being key to recovery, develop and validate a measure 
encapsulating personal recovery attitudes or follow McCarthy and colleagues' (2002) 
approach o f adapting the CSM dimensions to be more recovery focused, but perhaps 
including more items to measure personal attributes such as optimism, resilience and 
identity. It may also be of interest to incorporate a measure o f self-efficacy into 
future research because although the findings provide initial evidence for personal 
attributes being perceived as important to recovery by lay individuals, it is not known 
if participants also perceived themselves to have these personal attributes and be able 
to use them to aid their recovery process.
McCarthy and colleagues (2002) found evidence that expectations and 
attitudes about recovery predicted recovery following surgery, which suggests a
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possibility that expectations about personal recovery may also predict health 
behaviours and outcomes. Further research could also explore the relationship of 
attitudes about personal recovery and personal agency to attitudes about various 
health behaviours, for example help-seeking and treatment preferences.
Further validation is also required o f both the IPQ-RH and the application of 
the CSM in lay populations to address concerns raised in this study about the 
reliability of the measure and validity of CSM illness representation dimensions in 
lay populations.
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Appendix A. Leventhal, M eyer and Nerenz’s (1980) Common Sense Model of 
Illness Representations (adapted from Hagger & Orbell, 2003).
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Appendix B -  Analysis of difference in demographics between the experimental 
groups (acute/chronic)
Experimental group: Acute or Chronic * What gender are you? Crosstabulation
What gender are you? Total
Male Female
Count
% within Experimental group 
Experimental group ^
Count
Chronic
% within Experimental group 
Count
Total
% within Experimental group
35
26.9%
37
27.8%
72
27.4%
95 
73.1%
96 
72.2%
191
72.6%
130
100.0%
133
100.0%
263
100.0%
Chi-Square Tests
Value df Asymp. Sig. 
(2-sided)
Exact Sig. 
(2-sided)
Exact Sig. (1-
sided)
Pearson Chi-Square .027= 1 .871
Continuity .001 1 .980
Correction^
Likelihood Ratio .027 1 .870
Fisher's Exact Test .891 .490
Linear-by-Linear .026 1 .871
Association
N of Valid C ases 263
a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 
35.59.
b. Computed only for a 2x2 table
Group Statistics
Experimental group; N Mean Std. Std. Error
Acute or Chronic Deviation Mean
What is your Acute
130 36.86 13.454 1.180
age? Chronic 133 37.85 14.346 1.244
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Levene's Test 
for Equality of
Variances
t-test for Equality of Means
F Sig. t df Sig. (2- 
tailed)
Mean
Difference
Std. Error 
Difference
95% Cor 
interva 
Differ 
Lower
ifidence 
of the 
ence 
Upper
1.953 .163 -.576 261 .565 -.988 1.716 -4.367 2.391
Experimental group: Acute or Chronic * Education recoded for chi square Crosstabulation
Education recoded for chi square Total
Up to A-levels Undergraduate
degree
Postgraduate
degree
Count 21 54 55 130
Acute
% 16.2% 41.5% 42.3% 100.0%
Count 34 53 46 133
Chronic
% 25.6% 39.8% 34.6% 100.0%
Count 55 107 101 263
% 20.9% 40.7% 38.4% 100.0%
Chi-Square Tests
Value df Asymp. Sig. (2- 
sided)
Pearson Chi-Square 3.850= 2 .146
Likelihood Ratio 3.880 2 .144
Linear-by-Linear Association 3.417 1 .065
N of Valid C ases 263
a. 0 cells (.0%) have expected count less than 5. The minimum expected
count is 27.19.
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Appendix C: Demographics questions
Q4 What is your age?
Q5 W hat gender are you?
O  Male (1)
O  Female (2)
Q6 What is your occupation?
Q7 What is your relationship status?
O  Married (1)
O  Living with your partner (2)
O  In a relationship, not living together (3)
O  Separated or divorced (4)
O  Single (5)
O  Widowed (6)
Q8 What ethnicity do you consider yourself to be?
O  White British (1)
O  White Irish (2)
O  White Other (3 )_______________________
O  White and Black Caribbean (4)
O  White and Black African (5)
O  White and Asian (6)
O  Mixed Other (7)_______________________
O  Indian (8)
O  Pakistani (9)
O  Bangladeshi (10)
O  Asian Other (11)_______________________
O  Black or Black British Caribbean (12)
O  Black or Black British African (13)
O  Black or Black British Other (14)___
O  Chinese (15)
O  Other (1 6 )_______________________
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Q9 What is your highest level of education?
O  No formal qualifications (1)
O  GCSEs/O-Levels/NVQ/Equivalent (2)
O  A-Levels/Equivalent (3)
O  Undergraduate Degree (4)
O  Postgraduate Degree (5)
QIO What is your religion?
O  No religion (1)
O  Christian (including Church of England, Catholic, Protestant and all o ther  Christian 
denominations) (2)
O  Buddhist (3)
O  Hindu (4)
O  Jewish (5)
O  Muslim (6)
O  Sikh (7)
O  Other (8 )_______________________
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Appendix D -  Vignettes
Instructions
Next you will be asked to read two paragraphs describing different conditions. Each 
paragraph will be followed by a number of questions asking about your personal 
views of the conditions described. Please try to answer all the questions as truthfully 
as possible.
Please read the following paragraph carefully, taking the time to imagine what it 
might be like to experience what is described.
M ental Health Vignette A: Depression
Imagine you have been feeling down for the past two weeks. You wake up in the 
morning with a flat heavy feeling that sticks with you all day long. You aren't 
enjoying things that you normally would. In fact nothing gives you pleasure. Even 
when good things happen they don't seem to make you happy. You push on through 
your days but it is really hard. The smallest tasks are difficult to accomplish. You 
find it hard to concentrate on anything. You feel out of energy and out of 
steam. And even though you feel tired, when it comes to night you can 't sleep. You 
feel pretty worthless and very discouraged. Your family have noticed you haven't 
been yourself for about the last month and that you have pulled away from 
them. You don't feel like talking.
Physical H ealth Vignette A -  Psoriasis
Imagine that two weeks ago you began to experience red, flaky, crusty patches of 
skin covered with silvery scales. At first these patches appeared on your elbows and 
knees, but they then spread to your scalp and lower back and have now started to 
appear on your face. The patches vary a little by day but have become sore and 
caused cracked skin and bleeding. You have noticed that you have also started 
to develop tenderness, pain and swelling in your joints and rest of your body. It has 
become difficult to use your normal wash products as they irritate your skin. You 
are worried that people might notice the change in your appearance and you have 
tried to cover up the patches by wearing long sleeves and trousers.
M ental H ealth Vignette B -  Schizophrenia
Imagine that up until a year ago, life was pretty ok for you. But then, things started
to change. You thought that people around you were making disapproving 
comments and talking behind your back. You were convinced that people were
62
spying on yon and that they could hear what you were thinking. You lost your 
motivation to participate in your usual work and family activities and retreated to 
your home, eventually spending most o f the day in your room. You were hearing 
voices even though no one else was around. These voices told you what to do and 
what to think.
Physical H ealth Vignette B -  Type 1 Diabetes
Imagine that up until a year ago, life was pretty ok for you. But then you began 
feeling very tired and consistently thirsty. You needed to urinate a lot especially at 
night. When you began to vomit heavily for an extended period of time a doctor in 
Accident and Emergency told you that you had a condition which meant you would 
have to carefully monitor your insulin levels. Sometimes it is not possible to 
perfectly manage your insulin intake and so you suffer sudden and severe bouts of 
feeling very shaky and irritable with tingling lips. At other times you have a dry 
mouth, experience extreme thirst, have blurred vision, and can get very drowsy.
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Appendix E -  Adapted Illness Perception Questionnaire -  Revised for Healthy 
Individuals (IPQ-RH; Figueiras & Alves, 2007)
W e  are  in terested  in your ow n  personal v iew s o f h o w  you see this cond ition .
Please ind icate  h o w  m uch you agree or d isagree w ith  th e  fo llo w in g  s ta tem en ts  
a b o u t this condition  by ticking th e  a p p ro p ria te  box.
Views about this 
condition
Strongly
disagree
(1)
Disagree
(2)
Neither 
agree nor 
disagree (3)
Agree
{4}
Strongly 
agree (5)
Timeline Acute/Chronic
This condition will last a 
short tim e*
This condition will last a 
long time
This condition will pass 
quickly*
1 expect this condition to 
last for the rest of one's
life
This condition is likely to 
be perm anent rather 
than temporary
Timeline Cyclical
This condition is very 
unpredictable
The symptoms come and 
go in cycles
The symptoms come and 
go in cycles in which 
things get be tte r  or 
worse
Consequences
This condition has serious 
financial consequences
This condition strongly
affects the way the 
patient sees himself as a 
person
This condition causes 
difficulties to those close 
to the patient
This condition is very 
serious
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Personal Control
The course of this 
condition depends on the 
patient
The patient has the
power to influence this 
condition
What the patient does 
can determine whether 
this condition gets better  
or worse
Treatm ent Control
The negative effects of 
this condition can be 
prevented (avoided) by 
trea tm ent
Treatment can control 
this condition
Treatment will be 
effective in curing this
condition
Illness Coherence
This condition is a 
mystery to m e*
1 don 't  understand this 
condition*
The symptoms of this 
condition are puzzling to 
m e*
Emotional
Representations
When 1 think about this 
condition 1 get upset
This condition makes me 
feel afraid
Thinking about having 
this condition makes me
feel anxious
This condition makes me 
feel angry
*Item reverse scored
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W e  are  in terested  in w h a t you consider m ay have been th e  cause o f this  
cond ition . As peo p le  are very  d iffe re n t, th e re  is no correct answ er fo r this  
question .
B elow  is a list o f possible causes fo r this cond ition . Please ind icate  h o w  m uch you  
agree or d isagree th a t th e y  w e re  causes by ticking th e  ap p ro p ria te  box.
Causes for this 
condition
Strongly 
disagree (1)
Disagree
(2)
Neither 
agree nor 
disagree (3)
Agree
(4)
Strongly 
agree (5)
Psychosocial risk 
factors
Family problems
Personal at titude
Personality
Emotional s ta te
Overwork
Stress or worry
Biological risk 
factors
Pollution
Poor medical care
Immunity
Ageing
Heredity
Other
Diet or eating habits
Overweight
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Appendix F -  Personal Recovery Items: attitudes about personal attributes 
being im portant to recovery
Below you will find a series of statem ents relating to recovery. R ead each statem ent 
carefully and circle the number that best describes how much you agree with each 
statem ent. W h e n  a n s w e rin g  th e  s ta te m e n ts  p le a s e  th in k  o f  a b o u t th e  
s y m p to m s  and  d iffic u ltie s  yo u  h av e  ju s t  read  a b o u t in th e  v ig n e tte  and  
re s p o n d  to  th e m  as if yo u  h ad  th e  c o n d itio n . Remember, th e re  a re  no  r ig h t o r  
w ro n g  a n s w e rs  it is your views that count. P lea se  a n s w e r all o f  th e  q u e s tio n s .
H o w  m u c h  do  y o u  a g re e  w ith  th e  s ta te m e n ts  b e lo w ?
Not Com pletely
at all
Recovery from this condition 
would require commitment 
and optimism
0 1 2 3 4 5 6 7 8 9 10
Recovery from this condition 
would involve re-establishing a 
positive identity
0 1 2 3 4 5 6 7 8 9 10
Recovering from this condition 
would require becoming more 
resilient
0 1 2 3 4 5 6 7 8 9 10
Recovery from this condition 
would depend on my 
expectations and attitudes
0 1 2 3 4 5 6 7 8 9 10
6 7
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Appendix H -  Study information and consent questions 
Online Survey - Beliefs a b o u t  Physical an d  IVIental Heal th  Difficulties
We would like to invite you to take part in a research study. Before you decide, you need 
to understand why the research is being done and what it will involve. Please take time to 
read the following information carefully and select the blue button when ready. You must 
be aged 16 years or over to take part.
W hat will I have to do if I take part?
This will take no more than 20 minutes (probably less than 15). We just need you to fill out 
our online survey, thinking carefully about the answers you provide.
W hat are the benefits of taking part in this research?
Changes to health services are based on the  findings of research studies. We are interested 
in hearing your views as it will help us understand how Recovery and mental health services 
are understood and make sense to everyone. We are keen to understand w hether 
professionals' views are the same as individuals who do not work within the  mental health 
sector. If you choose to take part you will be contributing to  an important piece of research 
that  we hope will help improve the services tha t  people with mental health difficulties and 
their families receive in the  future.
W hat is the study about?
We w ant to know how people's beliefs about mental health compare to  their beliefs about 
physical health. There has been little research carried out in the  general population to look 
at this.
Do I have to take part?
No, taking part in this study is entirely up to  you. If you decide to take part you are still free 
to withdraw at any time and without giving a reason. Completion of the  questionnaire will 
be taken as your informed consent to take part. We will not be able to remove your data 
after you have submitted it because it will be entirely anonymous.
Will w hat I sav in this study be kept confidential?
Yes. All the information collected in this study will be entirely anonymous and cannot be 
traced back to  you. All information will be held securely, in accordance with the Data 
Protection Act 1998.
W hat happens when the research study is completed?
I will be seeking to publish the findings of the research in academic Journals and present the 
findings at relevant conferences. No individual participant will be identifiable in any 
publications or presentations.
Who is organising the research?
This study is being carried out by Halina Flannery, Trainee Clinical Psychologist based in the 
School of Psychology at the University of Surrey, Guildford.
Who has reviewed the study?
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This research has been granted a favourable ethical opinion by the ethics committee of the 
Faculty of Arts and Human Sciences at the University of Surrey.
Contact for further Information
Researcher: Halina Flannery 
h.flannerv(S)surrev.ac.uk
Should you have any concerns relating to  this study, please contact my research supervisor: 
Dr Laura Simonds, Lecturer, School of Psychology, University of Surrey. Tel: 01483 686936. 
Email: l.simondsfSsurrev.ac.uk
Q11 am aged 16 years or over.
O  Y e s (l)
O  No (2)
Q2 1 have read and understood the  information about this research study and I am happy to 
take part.
O  Y e s (l)
O  No (2)
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Appendix I -  Ending screen if participant selected they were were under 16 
years of age
Unfoftim atcly yow arc omly eRgW e to  take part m this resea rch If you are aged 16 
years or over.
T h an k you foryou rtk n e. M ease d o s e  y o w  browser to  end th e  study.
Survey Nwred Gy OuWoxs
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Appendix J -  Debrief at end of study
Thank you taking part in this research. This is the end of the study.
This study is looking at individuals' beliefs about illness and recovery in 
physical and mental health conditions. This research will help us understand 
how recovery and mental health are understood by the general population 
and if this is different to the understanding of illness and recovery in physical 
health. We are also keen to explore whether individuals' beliefs about 
recovery and mental health are different to the dominant philosophies that 
are shaping mental health services today.
You will have been randomly allocated to have read information about two 
out of a possible four physical and mental health conditions. If you are 
interested in finding out more about any of these conditions the following 
websites provide extra information.
M/nd; http://www.mind.org.uk/
T/?e Psor/as/s y^ssoc/af/on; https://www.psoriasis-association.orq.uk/ 
D/abefes C/K; https://www.diabetes.orq.uk/
If you have any questions about the research please contact:
Chief Investigator - Halina Flannery, University 
of Surrey, h.flannerv(a)surrev.ac.uk
Supervisor - Laura Simonds, University of Surrey l.simonds(@)surrev.ac.uk
Please close your browser to end the study.
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Appendix K - IPQ-RH illness representation interaction effect plots
Plot of Interaction between Condition Type and Chronicity for 
Timeline Acute/Chronic
Estimated Marginal Means of IPQ_timeline
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 Physical Health
21 ”
20 -
C
Acute Chronic
Experimental group; Acute or Chronic
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Plot of Interaction Effect between Condition Type and Chronicity for
Consequences
Estimated Marginal Means of IPQ_Consequences
M enta lvsP hys ica l
 Mental Health
—— Physical Health
17“
C
0)S
c
T3(U
ra
E
%UJ
14“
13-
Acute Chronic
Experimental group: Acute or Chronic
Plot of interaction Effect between Condition Type and Chronicity for
Personal Control
Estimated Marginal Means of IPQ_PersonalControl
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Plot of Interaction Effect between Chronicity and Condition Type for 
Illness Coherence
Estimated Marginal Means of IPQJIInessCoherence
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Experimental group: Acute or Chronic
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Plot of Interaction Effect between Chronicity and Condition Type in Emotional
Representations
Estimated Marginal Means of IPQ_EmotionalRepresentations
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Appendix L - IPQ-RH causal attributions interaction effect plots
Plot of Interaction Effect between Chronicity and Condition Type on 
Psychosocal Causal Attributions
Estimated Marginal Means of Psychosocial
c o n d it io n _ M H P H
Mental Health 
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Experimental group; Acute or Chronic
Plot of Interaction Effect between Chronicity and Condition Type on 
Biological Causal Attributions
Estimated Marginal Means of Biological
co n d itio n _ M H P H
Mental Health 
Physical Health
Acute Chronic
Experimental group: Acute or Chronic
7 6
Appendix M - Personal recovery attitudes interaction effect plot
Plot of Interaction Effect between Chronicity and Condition Type on Attitudes 
about the Importance of Personal Attributes in Recovery
Estimated Marginal Means of PersonalRecovery
c o n d itio n _ M H P H
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M ajor Research Project Proposai 
To w hat extent do factors associated with resilience predict recovery in young 
people with common mental health problems?
1. Background and Theoretical Rationale
Psychological research into the concept of resilience is a relatively new endeavour 
but there is a general agreement that resilience relates to the successful/positive 
adaptation to adversity and a relative resistance to environmental risk experiences, 
and is increasingly considered as a dynamic process rather than a static trait 
(Egeland, Carlson & Sroufe, 1993; Luthar & Cicchetti, 2000; Masten, Best & 
Garmezy, 1990; Masten, 2001; Rutter, 2006).
If resilience is construed as successful adaptation in the face o f challenging 
circumstances, operationalisation requires two components: a measure of adversity 
and a measure of positive adaptation (Luthar, Cicchetti and Becker, 2000). 
Adversity has widely been operationalised as negative life events or circumstances, 
including deficient parenting, homelessness, childhood trauma, violence, war and 
physical illness (Hermann et al., 2011). Many studies have considered the absence 
of mental health difficulties as an indicator of positive adaptation (Silk et al., 2001) 
and others have also considered the presence of internal and external protective 
factors (Herrman et al., 2011; Howard et al.,1999; Masten, 2001).
It has been estimated that one in ten young people in the UK experience a clinically 
defined mental health problem and the impact can be seen in all domains of the 
young person's life (Meltzer & Gatward, 2003). The impact can be enduring, with
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emotional disorders persisting throughout adolescence and often into adulthood 
(Parry-Langdon et al., 2008). In the context of resilience research, mental health 
disorders have been considered as a negative outcome in populations of young 
people that have experienced significant adversity; however the significant and 
enduring impact that mental health difficulties have on a young person's life 
highlights the need to consider how young people might be able to positively adapt 
to experiencing mental health difficulties.
A systematic literature review identified 15 studies that either explored indicators of 
enhanced resilience or evaluated interventions that explicitly aimed to enhance 
resilience in young people with common mental health problems. Perceived peer 
and family support, self-esteem, self-efficacy, mastery and problem-solving coping 
strategies and skills consistently emerged as factors associated with positive 
adaptation in young people with common mental health problems, regardless of 
research design. Increased levels of these factors have been associated with lower 
levels of depressive symptoms in cross-sectional studies (Bruwer et al., 2008; 
Fleming et al., 2007; Houltberg et al., 2010; Ng & Hurry, 2011) and a reduction in 
severity of anxiety and depression over time (Ferguson et al., 2003; Gazelle & 
Rudolph, 2004; Roberts et al., 2009). The evidence for the protective role of these 
factors is consistent with previous resilience research that has considered positive 
adaptation to a variety of different life adversities (Luthar & Cicchetti, 2000; Luthar, 
Cicchetti & Becker, 2000; Masten, 2001; Rutter, 2006; Egeland et al., 1993). 
However, the studies reviewed were limited by varying conceptualisations of 
resilience, focusing on only one or two protective factors and no large studies used a 
clinical sample of young people accessing mental health services. The research
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could also have been furthered by exploring how the factors associated with positive 
adaptation might be able to predict outcomes and adaptation over time.
Considering positive adaptation to mental health difficulties in this way, and initial 
attempts at promoting resilience in young people with mental health difficulties is in 
line with the agenda set by the 'Recovery' movement in mental health services in the 
West. Recovery has been defined as "a process of changing one's orientation and 
behaviour from a negative focus on a troubling event, condition or circumstance to 
the positive restoration, rebuilding, reclaiming or taking control o f one's life" 
(NIMHE, 2005) and is increasingly becoming a guiding principle for the 
development and practice of mental health services (CSfP, 2007). Research in this 
area has largely focused on adult mental health with only a small body of research 
considering how the concept may be applied to young people (Friesen, 2007).
Symptom reduction is often considered as the indicator o f positive outcome in child 
and adolescent mental health services (CAMHS). No previous research has 
considered the predictive utility of factors associated with positive adaptation on 
outcomes in young people experiencing common mental health problems. Exploring 
whether the protective factors highlighted in previous research can have an impact on 
outcomes in CAMHS could help direct support offered by adding to the 
understanding of what might facilitate personal recovery. Family members are often 
involved in CAMHS and that a young person's recovery occurs in the context of the 
systems they are in; as such, it is important to also consider parents' views of 
resilience.
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This project proposes to explore how the protective factors that have been argued to 
be indicators of resilience in young people with common mental health problems are 
associated with measures of symptom reduction and recovery and how far they can 
go to predict outcome for young people in CAMHS.
2. Research Question
To what extent do factors associated with resilience predict recovery in young people 
with common mental health problems?
3. Main Hvootheses
# It is hypothesised that measures of factors found to be associated with 
resilience in young people with mental health difficulties (perceived peer and 
family support, self esteem, self-efficacy, problem-solving) will be positively 
correlated with a measure of recovery and with each other
# It is hypothesised that recovery measure scores will increase over time and 
will negatively correlate with symptom intensity which itself will reduce over 
time.
# It is hypothesised that resilience factors measured at the initial time point will 
predict outcome six months later in measures of recovery and symptom 
intensity, and that this predictive utility will be upheld when gender, age, 
initial level of recovery and initial symptom severity are taken into account
4. Method 
4.7
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q/" Minimum of 82 at the first data collection point
(Time 1) and a minimum of 59 with both Time 1 and Time 2 data. This 
number o f participants is the minimum required for the planned analysis to be 
powerful and also allows for inevitable attrition between Time 1 and Time 2. 
It is anticipated that the number of participants recruited will exceed the 
minimum required and there is no upper limit on participant numbers.
7/ow r/zg jzzg ej/zma/g 6zzTzvg<7 aL The sample size estimate was
calculated using a priori power analysis on the G*Power computer 
programme (Erdfelder, Paul, & Buchner, 1996). Sample size calculations 
were conducted for each of three proposed data analyses:
o Bivariate correlations between the resilience factors, symptom and 
recovery measures. The calculation was based on an anticipated 
medium effect size o f r=0.3 and a power o f 0.8, alpha at .05. Previous 
studies that have looked at the relationship between resilience factors 
and symptom measures have found moderate to large effect sizes 
(Bruwer et al., 2008; Fleming et al., 2007; Houltberg, et al., 2011; Ng 
& Hurry, 2011) and high effect sizes have been found in a study that 
looked at the relationship between recovery and self-esteem measures 
(Jefhies, 2012, unpublished manuscript), 
o T-test to explore change over time in recovery and symptom 
measures. The calculation was based on an anticipated medium effect 
size o f d=0.5 and power of 0.8, alpha at .05. 
o Regression analysis to explore predictive utility of resilience factors 
on Time 2 outcomes when controlling for age, gender and Time I 
recovery and symptom measures. The calculation was based on an
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anticipated medium-large effect size of f^=0.3 and power o f 0.8 using 
eight predictors (recovery, symptoms of mental health difficulties, 
age, gender, self-esteem, self-efficacy, peer and family support and 
problem-solving). The expected medium to large correlations 
between factors in the model also support a medium-large effect size 
being found for the overall model.
# q / y o u n g  people aged between 10 and 16 years who have
recently started receiving support from CAMHS at the time of the first data
collection time point, and their parents/caregivers
# young people aged between 10 and 16 years, primarily 
with diagnoses of anxiety and depression, who have recently started receiving 
support from CAMHS (defined as either prior or within 2 months of 
treatment commencing) at the time of the first data collection time point, and 
one o f their parents/caregivers.
# the young person and parent completing the
questionnaires will need a reasonable command o f written English. Staff in 
the services taking part in the study will select eligible participants and 
questionnaires will only be offered to young people in the target age range, as 
known by demographic information held by the service. Participants will be 
encouraged to self-exclude on the study information sheet if they believe 
themselves to not have a reasonable command of written English.
# ITTzgrg wz// 6g ^ozzz." Agreement in principle has been
gained to recruit participants from East and West Sussex CAMHS.
# /zo/g/zrW jDooZ q/" g/zgz6/g A study
has recently been conducted in the same NHS trust using the similar
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eligibility criteria and a total of 351 families were identified for recruitment 
across four CAMHS teams over a 3 month period (Jef&ies, 2012, 
unpublished manuscript). In order to enhance the response rate at Time 1 
questionnaire packs will be offered in CAMHS clinics to current service 
users. Being offered outcome measures by admin staff and clinicians has 
been found to improve response rates over postal completion (CORC, 2012a). 
It is anticipated that there will be attrition between Time 1 and Time 2. To 
enhance Time 2 response rate the researcher will provide clear information on 
the project to support engagement. When participants complete the Time 1 
pack there will also be an option to consent to a telephone reminder for Time 
2 completion, which has also been found to enhance response rates (CORC, 
2012ay
A two stage questionnaire data collection design is proposed over a six month 
interval. The CAMHS Outcome Research Consortium (CORC) supports an interval 
of six months between first and second time point data for routine outcome 
measurement in CAMHS (CORC, 2012b). If time 2 questionnaires are returned 
outside of the six month interval the relationship between the time interval and 
change in symptom intensity and reduction will be explored through correlation 
analyses.
4. j . w/ j
4.3.7. /o be 6Z(7zMmz.y^ grg67 aZ Tzmg 7
4.3.1.1 .Recovery measures
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# Recovery Questionnaire for Young People (RE-QUEST YP; Jeffries, 2012, 
unpublished manuscript; Appendix A). A 30 item measure assessing personal 
recovery in young people for use in CAMHS with high internal consistency 
(Cronbach's a=0.94).
# Recovery Questionnaire for Parents (RE-QUEST P; Jefhies, 2012, 
unpublished manuscript; Appendix B). A 28-item measure assessing personal 
recovery in parents of young people in CAMHS with satisfactory reliability 
(Cronbach's a=0.87)
4.3.1.2.Symptom measures
# Strengths and Difficulties Questionnaire (SDQ; Goodman, 2001; Appendices 
C-F). A 25-item measure, parent- (PSQ) and self- report (CSDQ) versions 
assessing emotional symptoms, conduct problems, hyperactivity, peer 
relationship problems and pro-social behaviour. The SDQ has satisfactory 
reliability (Cronbach’s a = 0.73, Goodman, 2001)
4.3.1.3.Resilience measures
# Multi-Dimensional Scale of Perceived Social Support (MSPSS; Zimet, 
Dahlem, Zimet & Farly, 1988; Appendix G). A 12-item self-report measure 
of peer and family support that comprises three factor groups relating to the 
source of social support: family, friends and significant others (cronbach a 
=0.80).
# Rosenberg Self-Esteem Scale (Rosenberg, 1965; Appendix H). A 10-item 
self-report measure of self-esteem that has been widely used and is said to 
have received more psychometric validation than any other self-esteem
85
measure (Gray-Little et al., 2007) and numerous studies support its robust 
psychometric properties (e.g. Hagborg, 1993; Hagborg, 1996).
# Self-efficacy Questionnaire (Muris, 2001; Appendix 1). A 24-item self-report 
measure for assessing young people's perceived ability to produce desirable 
outcomes.
# Adolescent Coping Scale short form (Frydenberg & Lewis, 1993a; 
permission to use being sought &om authors). An 18-item self-report 
measure developed &om the 80-item full measure, which yields three sub­
scales: problem-solving coping, reference to others and non-productive- 
coping (cronbach a ranging from 0.69-0.77; Ng & Hurry, 2011).
4.3.1.4.Demographics
# A bespoke demographics questionnaire will be included in the questionnaire 
pack comprising age, gender and ethnic background
4.3.2. 6g a^ TzMZMM^grgef <3^ Tzzzze 2
.  RE QUEST YP
.  REQUEST P
.  PSDQ
# CSDQ
4.3.3. Dg/azTy q/wnz'/azz zzzj^c/zoMj^.'
# Information sheet
# Consent form
# Debrief letter/summary of results in accessible form
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4.4.7^mcg6/wz"g
1. Recruitment will take place in the CAMHS across East and West Sussex and 
Hampshire.
2. Time 1 questionnaire packs containing an information sheet, consent forms, 
demographics questionnaire, and all the study measures will be available in 
the participating sites for a three month period. Staff in the participating sites 
will offer the questionnaires to eligible participants. Completed 
questionnaires can be left in the CAMHS for collection by the researcher or 
sent to the researcher in a stamped and addressed envelope included in the 
pack.
3. The consent form in the Time 1 pack will include consenting to take part in 
the second phase of the study six months later (optional) and will ask 
participants to include a contact address and the option to leave a phone 
number. This identifiable information will be stored securely and separately 
from the questionnaire data. A non-identifiable code will be allocated to each 
participant in order to match the data.
4. Time 2 questionnaire packs will include an information sheet and the SDQ 
and RE-QUEST measures and will be sent via post to all participants who 
consented to taking part in the second phase of the research. Participants will 
be asked to return the questionnaires in a stamped and addressed envelope.
5. Participants who have not returned the Time 2 questionnaires within two 
months and have consented to being contacted by telephone will be contacted 
by the researcher to see if they would still like to take part in the study.
6. Once questionnaires have been returned, statistical analyses will be used to 
assess the relationship between all factors measured, changes across Time 1
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and Time 2 in symptoms and personal recovery and the predictive utility of 
the resilience factors on outcomes (see below).
7. All participants will be given the opportunity to receive a summary of the 
research findings in an accessible form.
8. The results of the study will be fed back to all the services who have 
participated.
5. Ethical considerations
Ethical approval will be sought promptly from the NHS Ethics allow for approval not 
being gained at the first attempt (see timeline below). Approval will then be sought 
6om  Faculty Ethics at the University of Surrey.
Age appropriate information sheets will be given to the parent and child about the 
details o f the study; no deception will be involved. Informed consent forms will be 
obtained &om all young people under 16 years and their parents.
5.3.Coz7/z6/eM^ Wz(y
All participants' data will be held securely on password protected and encrypted 
computer files in accordance with the Data Protection Act (1998). Personally 
identifiable information (name and contact details) will be stored in a separate data 
file to questionnaire data and will only be linked via an allocated participant ID code. 
Only the primary researcher will have access to the data file containing participant
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identifiable information. The personally identifiable information will be 
permanently deleted after completion of the Viva.
Some items in the measures may require participants to recall distressing events and 
symptoms. The information sheet that participants will read prior to consenting will 
discuss this and make it clear that all participants are able to choose not to take part 
in the study and that this will have no impact on the support they are receiving from 
CAMHS.
6. R&D Considerations
This study will require R&D approval from Sussex Partnership NHS Foundation 
Trust. Recovery is one o f the research priorities of the Trust.
7. Proposed Data Analysis
7.7.Data cleaning and descriptive statistics
7.2. Bivariate correlations to explore the relationship between the resilience factors, 
symptom and recovery measures at Time 1.
7.3.T-tests to explore change over time in RE-QUEST and SDQ
7.4. Regression analysis to explore predictive utility of resilience factors on Time 2 
outcomes when controlling for age, gender and Time 1 recovery and symptom 
measures.
8. Service User and Carer Consultation / Involvement
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Feedback has been gained from an adult service user and incorporated into the 
proposal. Further consultation will be sought from a young people's service user 
group and the CAMHS outcome research consortium on the study materials and 
ideas for enhancing participant engagement.
9. Feasibility Issues
I am putting in a prompt ethics application therefore there will be time to re-submit 
should this be necessary.
P.2.Z0W ÜT/ Tzmg 7
As previously detailed, the procedure has taken into account methods of enhancing 
response rates by offering the Time 1 questionnaire packs in services. If the response 
rate is very low recruitment will be sought in additional CAMHS teams. If the 
inclusion criteria, namely recruiting within two months o f treatment commencing, is 
too limiting on participant recruitment this time frame will be lengthened and the 
impact of this will be considered in the regression analyses.
P.3.y4/z'rz/zoM ZzgAvggzz Tzzzzg 7 Tzzzzg 2
As previously detailed, efforts will be made to promote Time 2 response rates, such 
as telephone reminders. If the attrition rate is very high the study will still be able to 
yield meaningful results based on the Time 1 data alone and difference between 
means for Time 1 and Time 2 data can be carried out on a much smaller sample size.
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10. Dissemination stratecv
Submission for publication has been considered in the timeline for this 
project and possible journals Include Child and Adolescent Mental Heahh 
and the Journal of Mental Health. The findings of the project may also be 
presented at conferences If suitable ones are identified. The progress and 
results of the study may also be shared with participants of the study via a 
blog or newsletter.
11. Study TImellnp 
See Appendix j
University Supervisor: Dr Laura SImonds 
Field Supervisor: Mary John
Signâtu re of trainee : SIgnatu re of University Su pervisor:
it-
IÙ
Date- 6 / o y / ; 2  Date:
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9 4
How can resilience be prom oted in young people with common mental health
problems?
A comprehensive review.
Abstract
Resilience relates to the positive adaptation to adversity and is considered to be a 
dynamic process. Traditionally, resilience research has considered mental health 
difficulties in young people as an indicator of negative adaptation to a range o f life 
adversities including childhood trauma. This review considered mental health 
difficulties as a challenging life event that can be adapted to and aimed to explore 
how resilience might be promoted in young people experiencing common mental 
health difficulties. A systematic search of five databases identified 15 studies that 
either explored indicators of enhanced resilience or evaluated interventions that 
explicitly aimed to enhance resilience in young people with common mental health 
problems. Perceived peer and family support, self-esteem, self-efficacy, mastery and 
problem-solving coping strategies consistently emerged as factors associated with 
positive adaptation in young people with common mental health problems, regardless 
of research design. However, methodological limitations and variance in the 
operationalisation o f resilience have limited conclusions on whether or not these 
factors can be promoted, and to what effect. Future research may extend these 
findings by exploring the links with related concepts and refining the methodological 
limitations highlighted.
9 5
1. Introduction
7.7. TTzg coMCgpt q/  ^rgJzZ/gzzcg
Psychological research into the concept of resilience is a relatively new endeavour; 
in the 1970s and 80s researchers reacted to the earlier emphasis on deficit-focused 
models of children developing in adverse situations. This emerging body of research 
focused instead on those children that thrived despite experiencing adversity, arguing 
that this population of young people may provide insight into what might support 
positive development in at risk populations (Howard, Dryden & Johnson, 1999; 
Masten, 2001).
There is a general agreement that resilience relates to the overcoming of adversity 
and a relative resistance to environmental risk experiences (Luthar & Cicchetti, 
2000; Luthar, Cicchetti & Becker, 2000; Masten, 2001; Rutter, 2006). A frequently 
cited definition describes resilience as 'the process of, capacity for, or outcome of 
successful adaptation despite challenging or threatening circumstances' (p 426, 
Masten, Best & Garmezy, 1990). There is growing consensus that resilience is 
'conceived not as a childhood given, but as a capacity that develops over time in the 
context of person-environment interactions', as described by Egeland and colleagues 
(p 517, Egeland, Carlson & Sroufe, 1993; Masten et al., 1990; Rutter, 2006).
7.2.QDgz"a/zoz7a/z.9a^zoM q/"z-g.yz/zgzzcg
There operationalisation of resilience varies between studies which makes it difficult 
to draw conclusions about research in this area. If  resilience is construed as 
successful adaptation in the face o f challenging circumstances, operationalisation
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requires two components: a measure of adversity and a measure of positive 
adaptation (Luthar, Cicchetti and Becker, 2000). Adversity has widely been 
operationalised as negative life events or circumstances, including deficient 
parenting, homelessness, trauma, violence, war and physical illness (Hermann et al., 
2011). There has been a great deal of variation in the ways in which positive 
adaptation has been operationalised by researchers. Some researchers have adopted 
a developmental perspective and defined it by the major expectations of a specific 
culture (Masten, 2001). Researchers have also investigated the absence or presence 
of psychopathology to determine adaptation, commonly defining positive adaptation 
as the absence of mental health difficulties (Silk et al., 2007).
Positive adaptation has also been operationalised as the presence of internal and 
external protective factors or assets. Internal factors that have been linked to positive 
adaptation include social competence, problem-solving skills, autonomy and a sense 
of purpose and future (Howard et al., 1999). External factors that have been 
measured include family, peer and school support (Hermann et al., 2011) and school 
achievement or attendance (Masten, 2001).
The Office of National Statistics (ONS) estimates that one in ten young people in the 
UK experience a clinically defined mental health problem (Meltzer & Gatward, 
2003); four per cent of the children assessed had a diagnosable emotional disorder 
(depression or anxiety) and the impact was apparent in all domains of the young 
person's life, including educational achievement, physical health and social
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ûinctioning. Emotional disorders may continue throughout adolescence and have 
also been linked to adverse mental health in adulthood (Parry-Langdon et al., 2008).
In the context o f resilience research, mental health disorders have generally been 
considered as a negative outcome in populations o f young people that have 
experienced significant adversity, such as childhood trauma (Silk et al., 2007). 
However, the m ^or impact of common mental health problems on a young person's 
life in the present and future highlights the need to understand what factors could be 
promoted to encourage successful adaptation at the time but also to support coping 
with adversity in the future. The dynamic nature of resilience (Egeland et al., 1993) 
implies that it is not a static construct and it can vary over time and context, which 
suggests that there may be potential in promoting positive factors and assets 
associated with resilience in young people already experiencing mental health 
problems to encourage positive adaptation.
The potential of promoting positive adaptation and hence resilience is in line with the 
agenda set by the 'Recovery' movement in mental health services in the West. 
Recovery has been defined as "a process of changing one's orientation and behaviour 
h-om a negative focus on a troubling event, condition or circumstance to the positive 
restoration, rebuilding, reclaiming or taking control of one's life" (p 2, NIMHE, 
2005) and is increasingly becoming a guiding principle for the development and 
practice of mental health services (CSIP, 2007). Research in this area has largely 
focused on adult mental health with only a small body of research considering how 
the concept may be applied to young people (Friesen, 2007). Research into the 
promotion of resilience in young people with mental health difficulties not only fits
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the Recovery philosophy, but may also help to further research into the application of 
Recovery to young people.
7.4.77?g q / " r e v / g w
In summary, resilience is considered to be a dynamic construct that is defined by 
successful adaptation in the face of adversity or challenging circumstances. 
Research in this area has been limited by difficulties in operationalising this 
construct. Within resilience research, mental health difficulties have mainly been 
considered as a negative outcome to challenging circumstances, with the absence of 
mental health difficulties considered to be an indicator of successful adaptation and 
consequently resilience. The aim of this review is to evaluate research studies that 
have tried to investigate resilience in young people who are experiencing mental 
health difficulties in order to assess how resilience might be promoted in young 
people with common mental health problems and to consider what future research 
might be needed to address this.
2. Methodology
2.7. 5'earc/z
A systematic search was undertaken in January 2012 to identify articles that examine 
the promotion of resilience in young people with common mental health problems. 
For the purpose o f this literature review common mental health problems was 
defined as anxiety or depression (Goldberg & Huxley, 1980). EBSCO Host was 
used to search four electronic databases, Psyc Articles, Psychology and Behavioral 
Sciences Collection, Psyc Info and Medline using the following key words:
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Resilience AND (child* OR adolescen* OR young people OR youth) AND 
(depression OR anxiety) AND (promot* OR foster* OR increase* OR enhanc* OR 
modérât*) NOT (maternal depression OR paternal depression). Published articles in 
peer-reviewed journals were considered for the review.
In the first stage o f the literature search 147 articles were identified and the titles and 
abstracts were checked to see if they potentially met the inclusion criteria. The 35 
articles that were identified as possibly relevant were read in full in order to establish 
eligibility for inclusion. At this stage a further 20 articles were excluded.
2.2. criteria
The 15 studies included in this review met the following criteria:
1) Sample studied was aged 0 - 18  years. Two studies included participants up 
to 21 years because all were in secondary education, living with parents and a 
very small percentage were aged over 18 years.
2) Participants displayed symptoms of anxiety and/or depression. Community 
samples were included where symptoms were considered moderate to severe 
or in a clinical range on any measures used. Studies that also included 
participants with mild or no symptoms were included where results could be 
separated for those with moderate-severe anxiety/depression symptoms. 
Studies that looked at a number o f mental health problems were included if 
results could clearly be separated for anxiety and/or depression.
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3) The study explored the promotion of resilience or explored what factors 
might be indicators of increased resilience. Studies where this was not the 
primary focus o f the study but was a clearly identifiable aim were included.
4) Resilience was operationalised in such a way that anxiety and/or depression 
were considered to be the adversity or negative life event that was overcome. 
Articles excluded were those looking at longitudinal outcomes of childhood 
trauma, abuse, neglect, war, natural disasters, ethnic discrimination and 
chronic health conditions, where the presence o f depression and/or anxiety 
were considered as negative outcomes.
5) The articles were published in a peer-reviewed journal.
3. Results
3.7. OvcTTfgw q/"
The 15 studies that met the inclusion criteria looked at the promotion o f resilience in 
young people reporting symptoms of depression and/or anxiety through cross- 
sectional or longitudinal analysis of possible indicators of positive adaptation or 
through evaluation o f interventions designed to enhance resilience. These three areas 
o f research will be considered in turn. The m ^ority of research in this area focused 
on young people with depressive symptoms rather than symptoms of anxiety and so 
any conclusions drawn about resilience in anxiety should be done so with caution.
3.7.7. TMga.ywre/MgM/ q / a m c z e / y
Resilience is conceptualised as the process or outcome of successful adaptation 
despite challenging circumstances or adversity (Masten, 2001). The studies selected
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for this review considered anxiety and depression as the challenging life 
circumstance and investigated adaptation to mental health difficulties. Successful 
adaptation was operationalised through: symptom (of anxiety or depression) 
reduction and measures of protective internal and external factors (as described by 
Rutter, 2006). The protective factors explored will be described in more detail in the 
review of the studies.
Most of the studies took a dimensional approach to depression and anxiety rather 
than using diagnostic categories (Amarson & Craighead, 2009; Carbonell, Reinherz, 
Giaconia, 1998; Fergusson, Beautrais & Horwood, 2003; Roberts, Roberts & Chan, 
2009; Tompson, Haber, Fogler, Groff & Asamow, 2007). Young people who did not 
report symptoms or reported mild symptoms were included in the analyses o f some 
studies but this review will focus on the implications for those that did display 
moderate to severe symptoms to better reflect young people with common mental 
health problems. However, it is important to consider that including asymptomatic 
participants in the analyses may affect the overall interpretation of results; for 
example mean depression scores would be skewed by those presenting with no 
depressive symptoms.
Three studies used versions of the Beck Depression Inventory, including the full 
version (BDI; Beck, Ward, Mendelson, Mock & Erbaugh, 1961; Bruwer et al.,
2008), the Chinese translation (C-BDI; Chan & Tsoi, 1964; Ng & Hurry, 2011) a 
shortened version of the BDI 13 item short form (Beck & Beck, 1972; Houltberg et 
al., 2010). All versions displayed strong psychometric qualities and high internal 
consistency, both in previous studies and the selected studies. Other child-report
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measures of depressive symptoms used were the Centre for Epidemiological Studies 
Depression measure (CES-D; Amarson & Craighead, 2009; Radloff, 1977; Rueger & 
Malecki, 2011), the Children's Depression Inventory (CDI; Kovacs & Beck, 1977; 
Gazelle & Rudolph, 2004; Gillham et al., 2007; Mûris, Bogie & Hoogsteder, 2001; 
Sun & Stewart, 2007), the Children's Depression Rating Scale -  Revised (CDRS-R; 
Poznanski & Mokros, 1996) and the Reynolds Adolescent Depression Scale (RADS; 
Reynolds, 1987; Fleming et al., 2007), all of which have been shown to have strong 
psychometric properties, which were replicated in the selected studies. The 
Depression Self Rating Scale (Asamow & Carlson, 1985) was also used but 
psychometrics o f the measure were not provided in the study (Tompson et al., 2007). 
Two studies used the parent report form of the Child Behaviour Checklist (CBCL; 
Achenbach, 1991; Semple, Lee, Rosa & Miller, 2009; Tompson et al., 2007) and 
although the measure has been shown to have good reliability and validity in 
previous studies, neither study published measures o f intemal consistency within 
their findings.
The Multidimensional Anxiety Scale for Children (March, 1997) was used to 
measure symptoms of anxiety in two studies (Fleming et al., 2007; Semple et al.,
2009) and was used to differentiate children with an anxiety disorder from those 
without, although the correct classification rate has previously been found to be only 
71 per cent (March, 1997). Semple (2009) also used the State-Trait Anxiety 
Inventory for Children (Spielberger et al., 1973) however the use of this measure in 
pre and post test analysis should be treated with caution because the state anxiety 
component of the measure has been found to have modest test-retest reliability over 
an 8 week interval (0.31 for boys and 0.47 for girls; Spielberger et al., 1973). Mûris
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(2001) used the Spence Children's Anxiety Scale (Spence, 1997; Spence, 1998) 
which has shown reasonable test-retest reliability and high intemal consistency for 
the total score, however it is unclear if  Muris and colleagues replicated this analysis.
Several of the studies also used diagnostic tools to assess anxiety and depression. 
The Schedule for Affective Disorders and Schizophrenia for School-aged Children 
(K-SADS-PL; Kaufman et al., 1997) was administered to parents and children to 
inform DSM-IV diagnoses in Tompson et al (2007) and was found to have very high 
inter-rater reliability in their study. Two studies used the Diagnostic Interview 
Schedule for Children, Version 4 (DISC-IV; Shaffer, Fisher, Lucas, Dulcan & 
Schwab-Stone, 2000; Costello et al., 1982; Ferguson, Beautrais & Horwood, 2003; 
Roberts, Roberts & Chan, 2009;), however the inter-rater reliability was not 
provided, nor is it clear how the schedule was administered, making it difficult to 
draw any conclusions about validity or reliability.
Only two studies used a tool designed to measure resilience as an overall constmct, 
which is likely to relate to the lack o f consistent conceptualisation. Bmwer and 
colleagues used the Connor-Davidson Resilience Scale (CD-RISC; Connor & 
Davidson, 2003; Bmwer et al., 2008), a 25-item rating scale, which conceptualises 
resilience as a number of characteristics typical of a resilient individual based on 
previous research. Some of the characteristics the measure attempts to capture are 
'closer, secure attachment to others', 'self-efficacy', 'action-oriented approach' and 
'optimism'. The measure was found to have good psychometric properties, with 
high test-retest reliability and intemal consistency, and it was found to correlate with 
overall improvement in the treatment effectiveness trials, suggesting its possible
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merits as a clinical outcome tool, but these only used participants with a diagnosis of 
Post-Traumatic Stress Disorder which may limit its generalisability to other 
disorders. Sun and Stewart (2007) used a Student Resilience Scale adapted h-om the 
California Healthy Kids Questionnaire (Sun & Stewart, 2007a). The 13-item rating 
scale also conceptualised resilience as a number of different protective factors which 
included family, teacher and community connection, autonomy experience, peer- 
support, self-esteem and empathy. The measure was said to have a high level of 
validity and reliability but the specifics of these were not reported.
The remaining studies used a wide range of self-report questionnaires to measure 
factors that were hypothesised (based on previous research) to be indicators o f the 
positive adaptation to anxiety or depression that is key to the concept o f resilience.
y o z z z z g w z t A  j^ yzzzptozzz^  q/"azzxzety
Four o f the selected studies used a cross-sectional design to explore correlates of 
enhanced resilience in samples including young people reporting symptoms of 
depression (Bruwer et al., 2008; Houltberg et al., 2010; Ng & Hurry, 2011) and one 
in samples o f young people reporting symptoms of depression and anxiety (Fleming 
et al., 2007). Resilience was conceptualised in all the studies as reduced symptoms 
o f anxiety and depression alongside an indicator o f positive adaptation.
The cross-sectional correlational design means it is not possible to draw conclusions 
about how resilience in common mental health problems may vary over time and that
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only conclusions about possible associations to increased resilience can be drawn, 
not causation. The sole use o f community samples also limits the generalisability of 
the findings to clinical populations. Furthermore, all the studies used only self-report 
questionnaires h-om the young person's perspective. Research suggests that there 
can be low concordance between child and parent perspectives on the child's mental 
health difficulties (Verhulst & Van der Ende, 2008) and self-report relies on 
subjective perceptions of difficulties, both of which might bias the results of the 
studies reviewed. Despite the methodological limitations, results of these studies can 
provide an insight into what factors might be at play in promoting resilience in young 
people with common mental health problems. Appendix A. provides a summary of 
the selected studies that used a cross-sectional design and the following text will 
consider the results of these studies in more detail by considering the factors that 
might support successful adaptation.
3.2.7. q/^z?zz7y a z z ( 7 r g ^ z / z g z z c g
Several studies hypothesised that family support improves successful adaptation. 
Family connectedness was found to be negatively associated with depression using 
the Family Adaptability and Cohesion Evaluation Scales II (FACES II; Olson et al. 
1992) in a school-based sample of 8^ and 9^  ^ grade (mean age 14 years) 
predominantly Caucasian American children (Houltberg et al., 2010). However, it is 
not clear if  increasing family connectedness would enhance adaptation in young 
people with depressive symptoms, or if it may just be a correlate of lower depressive 
symptoms. Family connectedness was based on youth perception and it might be 
that depressed youth were negatively biased in their appraisal as a result o f the 
depressive symptoms (Westerbrook, 2010). Positive family relationships were found
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to mediate the relationship between stress and depression, as measured by the Family 
Relationship Scale (adapted from Fakiri, 2004) in a large Chinese school-based 
sample (Ng & Hurry, 2011) but a factor that reduces the risk o f depression may not 
be the same as one that encourages positive adaptation once symptoms of depression 
are already present. The similar pattern of findings between the studies despite 
sample heterogeneity contributes to robustness of the evidence that perceptions of 
family relationships and connectedness may play a role in resilience.
Bruwer et al (2008) set out to investigate the psychometric properties o f the authors' 
Multidimensional Scale of Perceived Social Support (MSPSS; Zimet, Dahlem, Zimet 
& Farly, 1988) in adolescents in South Afiica. As part o f this study they examined 
the relationship between perceived social support from family, friends and others on 
resilience and depressive symptoms. MSPSS positively correlated with the Connor- 
Davidson Resilience Scale (CD-RISC) total and negatively correlated with 
depressive symptoms. Depressive symptoms also negatively correlated with CD- 
RISC suggesting that perceived social support and the CD-RISC may be useful 
indicators of adaptation to depression. The results o f this study should be treated 
with caution as they may have been subject to attrition bias. The authors described 
the final sample (after excluding those that had not completed the MSPSS) as mostly 
female and black, but with no further details. The original sample was more diverse 
and this may have affected the results.
Further support for a relationship between family factors and resilience in young 
people with depressive symptoms was found in a study looking at self-reported 
suicide attempts and associated risk and protective factors among secondary school
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students in New Zealand (Fleming et al., 2007). Young people that reported having a 
caring home and a fair and safe school environment also reported significantly fewer 
suicide attempts in the previous 12 months. The conclusions of the study are 
strengthened by its large and randomly selected sample of 9570 9 to 13-year-old 
students from 114 schools as part of the New Zealand Adolescent Health Survey.
3.2.2. q/'zzz^ rzzzjzc re/zgzo^z(y /o rg^z/zezzce
Intrinsic religiosity has been defined as an "intemal motivation to live one's beliefs 
in day-to-day life based on a relationship with God (or another higher being)" 
(Houltberg et al., 2007). Researchers have hypothesised that intrinsic religiosity may 
provide resilience to depression through providing protective feelings of belonging 
that counteract the feelings of worthlessness and hopelessness. Houltberg (2007) 
found that intrinsic religiosity was a moderator that strengthened the relationship 
between mothers' support and depressed mood. For boys, high intrinsic religiosity 
strengthened the negative association between mothers' support and depressed mood, 
suggesting that it may provide an additional protective resource working in 
conjunction with mothers' support. For girls, when intrinsic religiosity was high, the 
relationship between low mothers' support and depressed mood was no longer 
significant. However the authors did not find that intrinsic religiosity had a direct 
association with depressive symptoms, nor did they find that it had a moderating role 
for the relationship between father support or overall family cohesion and depressed 
mood. The varying nature of its role as a moderator makes it difficult to draw any 
conclusions about the usefulness of promoting intrinsic religiosity to increase 
resilience. Using a wider community sample may have masked the relationship of
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intrinsic religiosity to depressive symptoms as it may be something that varies in its 
importance to different individuals. An investigation looking at a sample in an area 
known to be highly religious may possibly find a stronger relationship between these 
factors.
3.2.3. copmg to
Ng and Hurry (2011) proposed an enhanced diathesis-stress model which suggests 
the effects of stress on adolescents' depressive symptoms are moderated by 
alexithymia (a difficulty in describing and recognising emotions) and coping 
strategies adopted. They found that non-productive coping ("maladaptive and 
emotion-focused strategies that are empirically associated with an inability to cope": 
Ng & Hurry, 2011) had a strong positive association with depressive symptoms and 
problem solving coping strategies (measured with the Adolescent Coping Scale -  
Short Form; Frydenberg & Lewis, 1993a) had a moderate negative association with 
depressive symptoms. Significant interactions were found between stress, coping 
strategies, alexithymia and depressive symptoms but the study design does not allow 
for any causal conclusions to be drawn. The authors suggest that coping strategy and 
an ability to identify feelings may be protective factors that moderate the effect of a 
risk (in this case stress) on depressive symptoms and that coping strategy mediates 
the relationship between difficulty identifying feelings and depressive symptoms. 
However, these conclusions seem theoretical and based on the authors' proposed 
model rather than the results of the study. Furthermore, the results of this study may 
have been affected by the use of a large community sample that included young 
people reporting an absence of or mild depressive symptoms.
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Three of the selected studies used a longitudinal questionnaire design with two or 
more time points of data collection to explore correlates of indicators of positive 
adaptation in young people with depression (Rueger & Malecki, 2011; Carbonell et 
al., 1998; Fergusson, Beautrais & Horwood, 2003) and two in samples of young 
people reporting symptoms of depression or anxiety (Gazelle & Rudolph, 2004; 
Roberts et al., 2009).
The longitudinal design with multiple time points allow more conclusions to be 
drawn about how the relationship between different indicators of positive adaptation 
and depression and anxiety might vary over time, providing an additional dimension 
to our understanding as compared to the cross-sectional designs previously 
discussed. However, all studies used self-report questionnaires, subject to the same 
biases as previously discussed. Without rigorous control, unmeasured factors may 
have covaried with those measured and have affected the outcome.
A summary of the five longitudinal studies looking at relationships to resilience, 
depression and anxiety is detailed in Appendix B and the following text reviews their 
findings in the context of what factors were linked to positive adaptation to common 
mental health problems.
3.3.7. TTze reWzozz^/z^ q/^z?zz7y z z z z c Z Z o  rg^ zZzgzzce
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Supporting the findings of the cross-sectional studies reviewed, several longitudinal 
studies have also found evidence to support a negative relationship between family 
and peer support and depressive symptoms over time. Gazelle and Rudolph (2004) 
found that anxious solitary youth maintained or increased levels of social avoidance 
and depression when they were highly excluded from peers, but displayed increased 
social approach and reported lower levels of depressive symptoms in the context of 
low exclusion. The findings suggest that peer interaction may aid positive adaptation 
in anxious youths and prevent symptoms of depression and anxiety exacerbating. 
The study benefits from using multiple informants (teachers and students) and three 
data collection points over one and a half years. The results showed that both the 
availability of peer support and also social approach from the youth were related to 
positive adaptation in anxious youths suggesting that role of support may be multi­
faceted, with both availability and approach being important. However, low 
exclusion was found to be associated with lesser depressive symptoms and it is 
unclear whether this is a direct relationship or whether other factors might be 
affecting both depression and peer interaction. Similarly, in what was argued to be 
the most comprehensive evaluation of predictors o f psychiatric disorders in young 
people (sample size: 3,134 11-17 year olds), Roberts and colleagues found social 
support to be a protective factor only in anxiety disorders and co-morbid disorders 
(Roberts et al, 2009), not M ^or Depressive Disorder. Caution should be taken in 
interpreting these results because although the measure used, the Multidimensional 
Scale of Perceived Social Support (MSPSS; Zimet, Dahlem, Zimet & Farly, 1988), 
was found to have high intemal consistency, no statistics regarding test-retest 
reliability have been provided so it is not clear how stable a measure this is over time 
and to what extent the changes over time may have been natural fluctuations.
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However, other research suggests that the role of perceived family support might 
mediate the relationship between other factors and depression rather than have a 
direct relationship to positive adaptation and reduced depression levels (Rueger & 
Malecki, 2011). The researchers collected data at two time points five months apart 
which indicated that perceived parental support (as measured by the Child and 
Adolescent Social Support Scale; CASSS; Malecki, Demaray, & Elliott, 2003) did 
not have a direct relationship with depressive symptoms and that it might instead 
foster resiliency in young people with depressive symptoms only if they have a 
pessimistic attributional style (as measured by the Children's Attributional Style 
Interview-II; CASI-II; Haines et al., 2005). It may also be the case that non-measured 
factors may have co-varied or mediated the relationship between increased support 
and reduced depressive symptoms in the other studies.
3.3.2. q/"aZZn^ wZzoMaZ Zo
Attributional style relates to the decisions an individual makes about the causes of 
events. The decisions about whether the cause o f a negative event is stable or 
unstable; global or specific; and intemal or extemal, are said to affect vulnerability to 
depression (Abramson, Seligman & Teasdale, 1978). As previously discussed, 
Rueger and Maleki (2011) found evidence for an interaction between attribution style 
and perceived support on positive adaptation to depressive symptoms, as shown by a 
reduction in symptoms over a five month period. Gender differences were also 
found which indicated that boys with a pessimistic attributional style (characterised 
by stable, global [relating to all domains of life rather than specific events] and 
intemal control [deemed to be within the self] attributions) reported reduced
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depressive symptoms when they perceived having more parental support regardless 
o f stress levels whereas girls with a pessimistic attributional style significantly 
benefit only in times of high stress. Cognitive vulnerability theories of depression 
consider a pessimistic attributional style to be a risk factor for depression rather than 
a direct cause (Abramson et al., 1978) however Rueger and Malecki's study furthers 
this by suggesting an optimistic attributional style (characterised by unstable, specific 
and extemal attributions) may act as a protective factor to depression. Girls with a 
more optimistic attributional style did not report increases in depressive symptoms in 
times of high stress. However, it is unclear to what extent attributional style may be a 
symptom of depression or if  other variables may be contributing to the relationships 
seen. Also, approximately half of participants were below the clinical cut off for 
depression on the Centre for Epidemiological Studies Depression Scale but the 
analysis did not distinguish the results in this way; it would be interesting for the 
analysis to have included the extent to which attributional style varied among those 
above and below the clinical cut off point.
3.3.3. 77?g Zo re^ zZzgzzcg
Self-constmcts are the knowledge and representations an individual holds about the 
self. Rutter (1990) highlighted self-esteem (an overall sense of one's worth and 
value) as being a key element of protective processes that mediate risk. Mastery, the 
extent to which an individual believes their life-chances are under their own control, 
has also been described as a psychological resource that may protect against the 
effects of stress (Pearlin & Schooler, 1987), indicating the possible role o f self- 
constmcts in resilience in young people with symptoms of depression and anxiety. 
Roberts, Roberts and Chan (2009) found that high self-esteem, as measured using an
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adapted version of the Rosenberg Self Esteem Scale (RSES; Rosenberg, 1965), and a 
high sense of mastery, measured using an eight-item scale (Pearlin & Schooler, 
1987), were associated with reduced risk of depression and anxiety over time. High 
self-esteem was also found to be associated with reduced suicidal ideation and 
attempts in young people that met a diagnosis of Major Depressive Disorder, further 
supporting its protective role (Fergusson, Beautrais & Horwood, 2003). An 
association with reduced risk does not provide evidence that increased self-esteem or 
mastery would facilitate positive adaptation to anxiety and depression but the results 
do suggest that the role of these self-constructs in resilience should be further 
investigated. The test-retest statistics for the measures were not supplied and so it is 
not clear to what extent these variables may have naturally fluctuated in the 12 
months between the two time points of data collection.
q /  mZen/gMZzoMj azzMZMg Zo ezz/zazzcg re^ yzZzezzcg zzz yozzzzg /pgqqZe wzZ/z 
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Six studies evaluated interventions that were, at least in part, explicitly designed to 
enhance resilience in young people with depression (Amarson & Craighead, 2009; 
Gillham et al., 2007; Sun & Stewart, 2007; Tompson et al., 2007), anxiety (Semple et 
al., 2010) or both depression and anxiety (Muris et al., 2007). The six studies 
conceptualised resilience as the positive adaptation to symptoms of depression and 
anxiety and also included aims of fostering resilience to prevent mental health 
difficulties in the future. Positive adaptation was operationalised in each of the 
studies as a reduction in symptoms.
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All the interventions evaluated were designed for use in groups o f up to ten children. 
Two of the interventions used clinical samples (Semple et al., 2010; Tompson et al., 
2007) and the remaining studies were school-based interventions. The severity of 
symptoms of depression and anxiety at the beginning of the interventions varied 
between the studies which may limit the comparisons that can be made across 
interventions. Two studies used diagnostic tools to select participants that met 
criteria for a clinical diagnosis (Muris et al., 2001; Tompson et al., 2007); two studies 
selected participants that were deemed to be "at risk" of a common mental health 
problem because they were displaying symptoms of anxiety or depression (Amarson 
& Craighead, 2009; Semple et al., 2010); the final two studies took a holistic 
approach and used school samples that included young people with and without 
symptoms of depression or anxiety (Gillham et al., 2007; Sun & Stewart, 2007). All 
the interventions were evaluated at pre and post intervention and some also included 
further follow ups. Three studies did not compare to a control group which limits 
conclusions that can be drawn about the effectiveness of those interventions (Muris 
et al., 2001; Semple et al., 2010; Tompson et al., 2007).
The text that follows draws together the evidence from the evaluation studies and 
considers how this may add to the understanding of how resilience can be promoted 
in young people with common mental health problems.
3. 7. groz/p z/zZezrgzzZzozzj az/zzzzzg Zo /zro/zzoZe re.yz7zgzzcy zzz yoz/zzg
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Muris, Bogie and Hoogsteder (2001) conducted a small pilot study with 13 to 18 year 
olds who met diagnostic criteria for an anxiety or Major Depressive Disorder (of the
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19 who met diagnostic criteria eight agreed to take part), to evaluate the Dutch 
translation of the Resourceful Adolescent Programme (RAP). The RAP is a school- 
based early intervention program designed to enhance psychological resilience in 
adolescents with emotional problems by building social support, self-esteem, 
problem-solving skills, self-efficacy and cognitive restructuring techniques. The 
results showed a significant reduction in anxiety and depression symptoms post­
intervention and a significant increase in self-efficacy (Self-efficacy Questionnaire; 
Muris, 2001). The results are promising in showcasing the potential of promoting 
resilience in young people with clinically significant symptoms and supports 
evidence that self-efficacy, self-esteem, social support and problem-solving are 
factors that could be promoted to foster resilience, although there is only evidence 
that self-efficacy was increased over time as the other factors were not measured. 
The sample size of just nine means that further replications of the study would be 
required to establish the transferability of the findings. Furthermore, the absence of a 
control group means that conclusions cannot be drawn about the extent to which the 
intervention contributed to the results seen.
Amarson and Craighead (2009) evaluated an intervention designed to prevent an 
initial episode of depression or dysthymia by enhancing resilience in an Icelandic 
school-based sample o f 171 students who reported the presence of depressive 
symptoms. The intervention aimed to enhance resilience in similar ways to the RAP, 
through teaching interpersonal, problem solving, adaptive coping skills to enhance 
self-esteem and well-being. The study included a treatment as usual (TAU) control 
group that completed the pre, post and 6-month follow up measures. The results 
showed a significantly lower rate of diagnoses of MDD or Dysthymia at the end of
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the intervention (although this difference was very small) and at six-month follow up 
(13.3% in TAU, 1.6% in intervention group). The study only looked at movement 
into diagnostic categories and did not report how the levels of depressive symptoms 
changed which may be interesting to explore. The research could also be furthered 
by measuring some of the positive factors the intervention was trying to promote, 
such as adaptive coping and problem-solving skills, to explore the extent to which 
these varied with depressive symptoms post intervention and to help understand how 
the intervention is having an effect.
Gillham (2007) did try to investigate the way in which a resilience-enhancing 
intervention was having an effect in a study on the effectiveness and specificity of 
the Penn Resiliency Program (PRP; Gillham, Jaycox, Reivich, Seligman, & Silver, 
1990), depression prevention program. PRP is a group intervention that includes 
elements of cognitive-behavioural theory and aims to enhance resilience through 
increasing understanding of the link between thoughts, feelings and behaviour, and 
teaching cognitive restructuring, problem solving, coping and relaxation skills. The 
PRP was compared to the Penn Enhancement Programme (PEP), a group 
intervention that focuses on many of the stressors associated with adolescent 
depression but without teaching the skills outlined for PRP, and a TAU control. Due 
to a low response rate to take part in the study a universal approach was taken, even 
though the researchers had originally intended to use an "at-risk" sample. The 
researchers found limited evidence for the specificity or efficacy of the PRP. The 
PRP was not found to reduce depressive symptoms relative to the PEP or TAU 
groups over the follow up period (data collected at six month intervals for three 
years). The PRP and PEP were found to prevent elevated symptoms compared to
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TAU in young people that reported mild or no depressive symptoms but treatment 
effects were not seen in young people with moderate to severe depressive symptoms. 
This study provides an interesting contrast to the previous two studies which used 
similar content in the interventions, however it is important to note the high attrition 
rates may have biased the results; over half of participants in all groups did not 
complete the three year follow up. The authors hypothesised that treatment effects 
may be more modest and inconsistent when the programme is delivered by teaching 
rather than research staff, which is consistent with the results of other universal 
school-based programmes (Shochet & Ham, 2004).
Sun & Stewart (2007) also used a universal approach to evaluate an intervention that 
aimed to promote resilience factors such as self-esteem, family, school and 
community connectedness, social and emotional competence and problem-solving 
skills, to prevent or reduce levels o f depressive symptoms in a Chinese primary 
school sample. A control group was used but the authors did not detail what 
characterised the control group or how schools were allocated to each condition. 
Pre-intervention data (from both control and intervention schools) revealed that all 
resilience characteristics measured (family, teacher and community connection; 
autonomy experience; pro-social peers; peer support; communication and 
cooperation; self-esteem; empathy; help-seeking; goals; school connectedness) using 
the Student Resilience scale (Sun & Stewart, 2007a) were negatively associated with 
depression severity. A marginally significant reduction in depressive symptoms was 
found from pre to post intervention when comparing against the control group, but 
this was only apparent for participants that reported sub-clinical or no depressive 
symptoms (score below 19 on the Child Depression Inventory), suggesting that like
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the PRP, the resilience enhancing intervention may not be effective when depressive 
symptoms are more severe. Scores for all items on the Student Resilience scale 
increased significantly between pre and post intervention for those in the clinical- 
depressed group (showing positive improvement) and sub-clinical group (except 
empathy item), but all the resilience items except goals decreased for the non­
depressed group. These results suggest that improving reports of the factors on the 
Student Resilience scale may not have an effect on depressive symptoms. It could 
also be that the measure is not capturing factors that indicate positive adaptation to 
depression, or it may be that the measure may not have sound test-retest reliability.
3.4.2. C/mzcaZ growp azmmg Zo /zmzMoZe rejz/zezzcy zzz yozzzzg
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Semple (2010) evaluated mindfulness-based cognitive therapy for children (MBCT- 
C), a manualised group psychotherapy for children ages 9-13 years old, which was 
developed specifically to increase social-emotional resiliency through the 
enhancement of mindful attention. They used a sample of 25 children who were 
referred from a community literacy programme because they were displaying signs 
of anxiety or stress. The results showed a significant reduction in anxiety symptoms 
in the six children that reported clinical levels of anxiety pre-intervention. However 
the anxiety measure used in the study has shown low test-retest reliability and 
therefore may not be an accurate tool but the potential for mindfulness to facilitate 
successful adaptation to anxiety should be further investigated.
Tompson (2007) evaluated a Family-Focused Intervention (FFI) in a sample o f 9 
children aged 9 to 14 years with a clinical diagnosis of a depressive disorder. FFI is
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based on cognitive behavioural and family systems models and involved 12 to 16 one 
hour sessions over three to five months. The intervention aimed to enhance 
resilience by increasing depression awareness, improving family relationships, and 
teaching problem solving and communication skills. The results at end of treatment 
and six months later indicated a significant reduction in severity of depressive 
symptoms and by end of treatment six participants, and a further one at six month 
follow up, no longer met the diagnostic criteria for a depressive spectrum disorder, 
providing further evidence for the promotion of family support and problem solving 
skills as means for enhancing positive adaptation in young people with severe levels 
of anxiety and depression. The authors argue that the study supports evidence for the 
importance of family support in fostering successful adaptation to depression and 
that this infers its importance to resiliency. This may be the case but the programme 
also incorporated cognitive elements that have been found by other studies to also be 
associated with symptom reduction and positive adaptation.
Both studies add to the evidence base for resilience-enhancing intervention by 
showing that the interventions may be successful at improving adaptation (through 
reduction of symptoms) in clinical samples. However the absence of control groups 
means that we cannot be sure the results were due to the intervention or perhaps 
regression to the mean (Bland & Altman, 1994) or the therapeutic relationship or 
general peer support h"om the group. The small sample size of both studies, 
particularly o f those children with severe anxiety in Semple's evaluation, limits how 
far these results can be generalised. Furthermore, neither study used measures to 
assess the skills and positive factors they aimed to promote (i.e. mindfulness, family
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support, problem solving skills) so it is not known if the participants actually saw 
improvements in these areas.
4.
4.7.5'zzzzzmaz}' q/' rgvzewge/ arZzc/gj
The wide range of measures used, severity of symptoms included, and varying 
operationalisation of resilience have made it difficult to draw any definite 
conclusions with regards to how resilience can be promoted in young people with 
common mental health problems. However, it is clear &om the research presented 
that a number of intemal and extemal factors are associated with positive adaptation 
to depression, as characterised by reduced symptoms.
Perceived peer and family support, self-esteem, self-efficacy, mastery and problem­
solving coping strategies and skills consistently emerged as factors associated with 
positive adaptation in young people with common mental health problems, regardless 
of research design. Increased levels of these factors have been associated with lower 
levels o f depressive symptoms in cross-sectional studies (Bmwer et al., 2008; 
Fleming et al., 2007; Houltberg et al., 2010; Ng & Hurry, 2011) and a reduction in 
severity of anxiety and depression over time (Ferguson et al., 2003; Gazelle & 
Rudolph, 2004; Roberts et al., 2009). The evidence for the protective role of these 
factors is consistent with previous resilience research that has considered positive 
adaptation to a variety o f different life adversities (Egeland et al., 1993; Luthar & 
Cicchetti, 2000; Luthar, Cicchetti & Becker, 2000; Masten, 2001; Rutter, 2006). The
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factors that have emerged are also consistent with the description of protective 
processes outlined by Rutter (1990).
Some attempts have been made to enhance perceived peer and family support, self­
esteem, self-efhcacy and problem-solving skills peer in school and community-based 
interventions (Amarson & Craighead, 2009; Gillham et al., 2007; Muris et al., 2001; 
Sun & Stewart, 2007; Tompson et al., 2007) which have led to mixed effects but 
have shown some potential for interventions that aim to enhance these factors to aid 
positive adaptation to moderate to severe levels of depression and anxiety in young 
people.
Self-complexity, attributional style and intrinsic religiosity emerged as factors that 
might interact with other intemal and extemal factors to either present a risk or 
protective factor for depression and anxiety in young people and cognitive 
reattribution techniques have formed a component of some of the resilience 
enhancing interventions. Mindfulness also emerged as a possible protective process 
that might enhance resiliency but the lack of control group and small sample size 
limit the findings (Semple et al., 2007).
The reviewed research has enhanced understanding of resilience by considering 
common mental health problems in young people as adverse events that can be 
successfully adapted to or overcome, rather than as a negative outcome in the 
adaptation to other adverse life events such as trauma.
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Research in this area is limited by the lack of a clear and consistent conceptualisation 
or operationalisation of resilience. The consensus that resilience is the overcoming 
of  ^ or positive adaptation to, an adverse life event remains vague in the way that 
positive adaptation can be quantified. The factors that have emerged as potentially 
characterising resilience for young people with common mental health problems 
were considered separately in most o f the cross-sectional and longitudinal studies 
which prevented an understanding of interactions between different protective factors 
and mental health symptoms to emerge.
The research is also limited by the methods used, as detailed throughout the review. 
The evaluation studies that considered interventions that aimed to promote resilience 
could have provided evidence for the extent to which resilience factors can be 
promoted to aid adaptation and reduced anxious and depressive symptoms, however 
the majority o f the studies only used symptoms of depression and anxiety as outcome 
measures, which did not allow detailed conclusions about the mechanism of change 
to be drawn.
Few of the studies used participants with symptoms that would warrant a mental 
health disorder diagnosis which may limit the transferability of some of the findings 
to clinical settings. Two of the studies found that resilience-enhancing interventions 
showed minimal effects in young people with clinical severity of symptoms (Gillham 
et al., 2007; Sun & Stewart, 2009) which could suggest difficulties in considering 
moderate symptoms with severe. However, young people with subclinical 
symptoms have been found to be considerably more likely to develop major
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depressive disorder and so the implications for both clinical and subclinical 
presentations are important to consider (Horwarth, 1992).
The scope of this review could also be criticised for considering resiliency in 
isolation h"om vulnerability. Fergusson (p 71, Fergusson, Beautrais & Horwood, 
2003) argues that 'this characterization has serious limitations in circumstances 
where both vulnerability and resiliency processes are shaping outcomes' and 
suggests that a more balanced view should take full account of both strengths and 
vulnerabilities of individuals.
4.3.v4jDp/zcaZzoM Zo cZzMzcaZ .ygZZzzzgg/^ cqpwZaZzozz
Knowledge that the factors that have emerged as being associated with positive 
adaptation (peer and family support, problem-solving coping, self-esteem, self- 
efficacy and mastery) should encourage clinicians to be aware of how they might be 
affecting their clients and potentially try to work with any difficulties in these areas. 
Future interventions that do incorporate these factors should evaluate the factors that 
are being promoted in the interventions, as well as mental health presentations, in 
order to further understanding on how the interventions are effective.
The lack of coherency over the conceptualisation of resilience among young people 
with common mental health problems appears similar to difficulties that have been 
experienced in applying the concept of Recovery to the same group (Friesen, 2007). 
Both the concepts of resilience and Recovery place an emphasis on adapting to a 
negative event and on personal strengths and resources. Successful adaptation to 
common mental health problems could be considered to be indicative of resilience
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and Recovery which suggests that these two bodies of research can inform each 
other. There is a growing drive for specialist mental health services to be guided by 
Recovery, as can be increasingly seen in adult services (CSIP, 2009), and perhaps the 
protective factors that have emerged in this review could be considered as indicators 
o f Recovery and could help move away from a sole focus on symptom reduction.
4.4 yfreajybryhZwrg rgjgarcA
This review has highlighted a number of areas that warrant further research. The 
way in which resilience is operationalised and successful adaptation is quantified 
needs further clarification. Further research into the intemal and extemal factors that 
may characterise the positive adaptation and hardiness of resilience could explore a 
number of factors simultaneously so that interactions and moderating and mediating 
relationships between variables can be further understood. This area of research 
could also lead to the development of tools to measure resilience, although it would 
be important for the conceptualisation of the constmct to be clearer first.
Future research could also address the methodological limitations of the studies 
reviewed. Measuring a larger number of variables could reduce the impact of non­
measured covarying factors. Replication of the longitudinal studies would benefit 
from the use of measures that have been shown to have strong psychometric 
properties including test-retest reliability. Future evaluations of resilience-enhancing 
interventions could advance understanding by measuring the factors that they aimed 
to increase. Research using clinical populations with larger samples and control 
comparisons would add to the evidence base for resilience-enhancing interventions 
and determine the extent to which the findings of the reviewed studies are
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transferable. This would pave the way to see how and to what extent resilience can 
be promoted in young people with mental health difficulties.
Another important area for future research that has been highlighted by this review is 
to explore the links between the concepts of Recovery and resilience and the ways in 
which they may inform each other and the development of child and adolescent 
mental health services.
This review aimed to explore how resilience might be promoted in young people 
with common mental health difficulties. A number of protective factors have 
emerged from the literature that are associated with positive adaptation in young 
people reporting moderate to severe symptoms of anxiety but methodological and 
conceptual limitations have limited conclusions on whether or not these factors can 
be promoted, and to what effect. Future research may extend these findings by 
exploring the links with related concepts and refining the methodological limitations 
highlighted.
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1 A bstract
Introduction
Evidence based practice and outcome measurement have become increasingly 
important in NHS mental health services (Department of Health [DoH], 2011). In 
the current climate services, teams and professional staff groups within teams are 
under increasing pressure to provide evidence that they are effective and efficient 
services to commissioning bodies and service leads.
M ethod
A database containing outcome data collected by psychologists within a locality's 
community mental health and learning disability teams (CMHLDTs) was analysed 
using descriptive statistics and statistical testing.
Results
Data was held for 61 episodes o f care at baseline and outcome on ten measures. 
Mean scores at baseline and outcome were reported. Statistically significant changes 
were found between baseline and outcome on the HONOS-LD and CORE-LD 
measures. Low sample sizes for the other collected measures limited interpretation.
Discussion
The CMHLDTs have developed a useful basis for the routine collection, monitoring 
and evaluation of outcome data. Where more data was available, the analysis 
suggested that clients reported an improvement in mental health well-being between 
baseline and outcome. Generalisations o f the data are limited due to small sample 
sizes and lack of validation in this clinical population for many of the measures used. 
Implications and recommendations for the service are discussed.
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3 Introduction
Evidence based practice and outcome measurement have become 
increasingly important in NHS mental health services (DoH, 2011). In the current 
climate, services, teams and professional staff groups within teams are under 
increasing pressure to provide evidence that they are effective and efficient services 
to commissioning bodies and service leads. Research also suggests that receiving 
formal, ongoing feedback based on client reported outcome measures improves both 
client retention and outcomes (Miller, Duncan, Brown, Sorrell & Chalk, 2006).
The locality Community Mental Health and Learning Disability Teams 
(CMHLDTs) provide a specialist service for people with a learning disability that are 
experiencing mental health difficulties. Outcome measures for this client group are 
sparse and under developed (Caine & Hatton, 1998) and a routine recommended 
battery of outcome measures for this client group does not exist. Furthermore, there 
is also very limited research into the effectiveness of psychological therapy for 
people with learning disabilities, which has been suggested to be a result of incorrect 
assumptions about the ability of this client group to engage in psychological therapy 
(Stemfert-Kroese, 1997). To date only two randomised controlled trials have 
considered the effectiveness of cognitive behavioural therapy for this client group, 
both of which looked at anger management programmes (Taylor, Novaco, Gillmer & 
Thome, 2002; Willner, Jones, Tams & Green, 2002).
The Psychology Team across two locality CMHLDTs set up an outcome 
database in 2011 to encourage psychologists to collect and record outcome data, 
however it was unclear how this database had been used by the team and no formal 
analysis had been undertaken of the data within it. It was thought that an analysis of
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the database, and outcome data within it would provide the Psychology team with a 
source of evidence for their practice and allow for an existing data source to become 
more useful for the team. It was also hoped that a research project could support 
outcome data to be collected and analysed more systematically within the team, to 
provide an ongoing evidence base for a client group where this is lacking.
This project specifically aimed to evaluate this existing information store to 
enable it to become a more useful tool and source o f evidence. The objectives were 
to audit how the outcome database was being used, to analyse the existing outcome 
data held in the database and to provide recommendations to the team on improving
the routine collection and storage of outcome data.
4 M ethod
4.1 Participants
The Psychology Outcomes Database holds data for clients that were referred 
to Psychology in two CMHLDTs. The CMHLDTs accept referrals for adults aged 
over 18 years who have a learning disability and mental health problems. The 
Psychology team accepts referrals from within the CMHLDTs for specialist 
psychological assessment and intervention, as well as offering consultation and 
support to staff and carers. Outcome data was entered for clients at baseline, which 
was either from the psychology assessment or team assessment if  that had occurred 
recently, and at outcome, which was either during treatment at a review or at 
discharge from Psychology. Clients are likely to receive input 6om  other staff 
disciplines with the CMHLDT, in addition to Psychology.
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4.2 M easures
The following measures were collected:
# Health of the Nation Outcome Scales for people with Learning 
Disabilities (HONOS-LD; Roy, Matthews, Clifford, Fowler & Martin, 
2002a; Roy et al., 2002b). Designed for use with people with a learning 
disability and mental health difficulties irrespective of degree of 
disability. A national pilot study demonstrated a good inter-rater 
reliability and a level of sensitivity to change that was acceptable to 
clinicians working in the field.
# CORE-LD (CORE System Trust, CoRG development group & City of 
Edinburgh Council Bonnington Symbol System, 2011) is an adapted 
version of the CORE-OM (Evans et al. 2000) for people with LD, which 
covers subjective wellbeing, problems, life functioning and risk. 
Normative data is not yet available for this measure. See Appendix A.
# Session Rating Scale (SRS) is a very brief visual analogue scale which 
measures four aspects of therapeutic alliance: relationship, goals and 
topics, fitness o f approach and an overall rating o f the session (Duncan et 
al., 2003). The validity and reliability of the measures are not as robust as 
more in depth measures but have been found to be adequate in several 
studies (Bringhurst, Watson, Miller & Duncan, 2006; Duncan et al., 2003; 
Miller et al., 2003). See Appendix B.
# Outcome Rating Scale (ORS) is a brief visual analogue rating scale 
measuring four aspects of client functioning: relational, individual, social
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and overall well-being (Miller, Duncan, Sparks, Brown & Claud, 2003). 
Validity and reliability as detailed above for SRS. See Appendix C. 
Challenging Behaviour Interview (CBI; Oliver et al., 2003) assesses the 
severity of challenging behaviour. Part I identifies the occurrence o f up 
to five clearly operationalised forms of challenging behaviour and Part II 
assesses the severity o f the behaviours (including frequency, duration and 
impact on others) and management strategies used by carers. The small 
initial development study suggest the test-retest reliability was good and 
inter-rater reliability adequate (0.67). See Appendix D.
Glasgow Anxiety Scale for People with Intellectual Disabilities (GAS-ID; 
Mindham & Espie, 2003) is a 27-item measure designed to discriminate 
anxious from non-anxious individuals and has been found to have good 
test-retest reliability and good internal consistency. See Appendix E.
Zung Self-Rating Anxiety Scale (Zung SAS; Zung, 1971). A 20 item 
likert scale looking at symptoms of anxiety in generalised anxiety 
disorders. The internal reliability of an adapted version of the scale was 
good (0.8) but convergent validity with other measures of anxiety was 
found to be moderate. See Appendix F.
Glasgow Depression Scale for people with a Learning Disability (GDS- 
LD; Cuthill, Espie & Cooper, 2003) is a 20 item self-report scale that was 
found to have good test-retest reliability and internal consistency in its 
initial validation study. A cut-off score of 13 was found to have 90% 
specif city and 96% sensitivity. See Appendix G.
Rosenberg Self-Esteem (S-E) Scale (Rosenberg, 1965). A 10-item self­
report measure o f self-esteem that has been widely used and is said to
1 4 6
have received more psychometric validation than any other self-esteem 
measure (Gray-Little, Williams & Hancock, 1997). See Appendix H.
» Quality of Life Scale (QOLS; Flanagan, 1978). A 16 item scale 
considering different aspects o f quality o f life. Not specifically developed 
for people with learning disabilities and not validated in this client group. 
See Appendix I.
4.3 Procedure
The Psychology Team were informed about the project proposal at a monthly 
team meeting, and all team members were keen to be involved and felt it would be a 
helpful project. Several emails were sent to the team to remind them to enter all the 
outcome data they had for clients into the database prior to analysis. A copy of the 
Psychology Outcomes Database was taken at the end of March 2013 for analysis. 
The database was anonymised by removing any personally identifiable information, 
including initials, patient record number and clinician name. The database was then 
reformatted to ease analysis and transferred to and analysed in the Statistical Package 
for Social Sciences (SPSS) Version 20. Descriptive statistics were used to provide a 
summary of the data held on the database and statistical analysis was used to analyse 
the difference between baseline and outcome scores where sufficient amounts of data 
was available.
4.4 Planned D ata Analysis
The following data analysis was planned:
1. Quantitative descriptive statistics summarising the data held on the database 
for each measure at baseline and outcome
2. Visual representation o f the data
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3. Statistical analysis comparing baseline and outcome scores (if sufficient 
sample size) using t-tests or non-parametric equivalent if  parametric 
assumptions were not met.
4.5 Ethical Considerations
The outcome data held within the database is collected as part of routine 
clinical practice. The project proposal was discussed with the Research and 
Development department in the NHS trust of the CMHLDTs and it was decided that 
the project constituted service evaluation rather than research and so no formal 
ethical approval was required (see Appendix L). The data was anonymised for the 
purpose of the research project and no individual client or clinician is identifiable in 
this report.
5 Results
5.1 Sample
The snapshot of the database taken in March 2013 contained data for 61 
episodes of care, comprising 30 from one team, and 31 &om the other. An episode 
of care relates to a direct or indirect psychological intervention and it is possible for 
the same client to have had more than one psychological episode of care if they were 
re-referred to the team. The majority o f data was collected in 2010-2013, although 
one baseline measure was &om 2007 and three from 2009.
It was agreed with my placement supervisor that data would be analysed at 
service level rather than by team due to the small sample numbers which would 
make any team level differences difficult to interpret.
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5.2 Descriptive Statistics
Table 1 details the amount of data collected for each measure at Baseline 
(either at team or psychology assessment or start of therapy) and Outcome (at end of 
therapy or at review). The ORS and SRS are collected at each session and so the 
outcome data was taken as the most recently collected measure. It also includes the 
mean scores at baseline and outcome for only those clients who had data at both time 
points.
Table 1. Descriptive statistics for measures at baseline and outcome
M easure Num ber Num ber with Baseline Outcome
with baseline baseline and mean score mean score
data outcome data
HONOS-LD* 42 35 19 10
CORE-LD* 20 11 15 10
SRS** 8 8 34
ORS** 8 8 15 ..23........
GAS ID* 8 5 26 22 ^
GDS-ID* 6 2 19 -
Ziwg-SAS*
'
1 . 30 33
CBI* 1 1
47 , _
Rosenberg S-
E** ;
Quality of Life 
Scale**
1
it:-
1
14
77 100
^Decrease in scores indicates improvement 
** Increase in scores indicates improvement
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Figures 1 to 3 illustrate the change in mean scores from baseline to outcome 
in graphical form for the HONOS-LD, CORE-LD and the GAS-ID. The HONOS- 
LD and CORE-LD scores show an improvement in mental health functioning 
between baseline and outcome. The error bars showing the 95% confidence interval 
of the means do not overlap for the HONOS-LD and overlap only very slightly for 
the CORE-LD, which suggests that the difference between baseline and outcome 
might be significant on these two measures.
Baseline HoNOS-LD Outcome HoNOS-LD
E rror b a rs : 9 5 %  Cl
Figure 1. HONOS-LD mean baseline and outcome scores
1 5 0
20- |
1 8 -
16-
14-
12-'
c(0«U
S  10-
H
6-)
4 H
Baseline CORE-LD Outcome CORE-LD
Error b a rs : 9 5 %  Cl
Figure 2. CORE-LD mean baseline and outcome scores
Figure 3 highlights that despite there being a reduction on average in levels of 
anxiety reported between baseline and outcome, we cannot be certain about whether 
this is a true representation of the sample. The confidence intervals are very large 
with a great deal of overlap, suggesting that we cannot be sure that there is any 
improvement in scores on the GAS-ID between baseline and outcome.
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Baseline GAS-ID
Error bars: 95%  Cl
Outcome GAS-ID
Figure 3. GAS-ID mean baseline and outcome scores
5.3 Statistical Analysis 
Parametric Assumptions
The change score data for the HONOS-LD and CORE-LD was checked for 
normality. The data visually appeared normally distributed and the Kolmorgorov- 
Smimov test of normality was non-significant for both measures, p=0.16 and p=0.27 
respectively, suggesting that the change score data did not differ significantly from 
the normal curve.
With these assumptions met, the parametric statistics were used, specifically 
the repeated measures t-test (Field, 2009). Statistical analysis was not conducted for 
the other measures collected because it was deemed the sample sizes were too small
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to draw meaningful conclusions (as is illustrated in the overlap of the error bars in 
Figure 3).
Repeated Measures T-Tests
A statistically significant difference was found between the mean scores on 
the HONOS-LD between baseline and outcome (t=6.64, p=0.000, r=0.75), indicating 
an improvement in scores over time. A statistically significant difference was also 
found between the mean baseline and outcome scores on the CORE-LD (t=3.213, 
p=0.009, r=0.71) also indicating an improvement in scores.
6 Discussion
6.1 In terpretation  of Results
The psychology team have developed a system to routinely monitor outcomes 
with a client group where outcome data is greatly lacking. The database allows for 
statistical and descriptive analysis o f change scores between baseline and outcome of 
psychological intervention. Where larger amounts of data have been collected we 
can see the effectiveness of intervention in clients seen by the psychology team, as 
illustrated by the statistically significant improvements in the HONOS-LD and 
CORE-LD. However, the database still contains small amounts of outcome data and 
is not systematically used for all clients receiving psychological intervention. There 
was no data available on the exact number of clients that have received psychological 
intervention and so it is unclear how representative the data is. Anecdotally, the 
numbers recorded underestimate the number of clients seen by psychology, and 
reasons for this included time constraints on data input.
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Where the data numbers were smaller it was difficult to interpret what the 
results meant however across most measures there seemed to be improvement 
between baseline and outcome. The data from the anxiety measures (GAS-ID and 
Zung-SAS) showed a much more mixed trended between baseline and outcome, with 
some client scores worsening and some improving. This may have been an effect of 
small sample size but also could indicate possible issues with the appropriateness of 
these measures, their validity or difficulties in treating anxiety in this client group. 
The measures are quite general in terms of symptoms o f anxiety and it could be 
hypothesised that they may not be sensitive to changes in presentation in more 
specific anxiety disorders, such as obsessive compulsive disorder. As more data is 
collected, these hypotheses can be tested.
6.2 Limitations
As previously discussed, the sample size for each outcome measure was very 
small and so the conclusions from the analysis are limited. The lack o f data on the 
completion rate of outcome measures by the team also casts doubt on the 
representativeness o f the database. The development of outcome measures for 
people with learning disabilities are still in early stages (Hatton, Emerson & Webb, 
2005). The samples upon which the psychometric properties of the measures were 
based were small, and some of the measures, such as the CORE-LD are still in early 
stages o f development. As such, there is a lack of normative data available and so 
the data fiom the CMHLDTs cannot be compared to other samples easily.
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There is also a lack of research on the experience of mental health disorders 
by people with learning disabilities, and so the constructs on which the measures are 
developed are lacking in evidence (Stemfert-Kroese, 1997).
6.3 Service Implications and Recommendations
Despite the limitations of the study, the outcome database and the analysis 
within this report can provide useful implications for the CMHLDTs.
Building on the evidence base
HONOS-LD and CORE-LD data provide evidence for the effectiveness of 
intervention in the CMHLDT. As the amount of outcome data increases, it will be 
possible to interpret more. The outcome data can be used to add to the evidence base 
for interventions with people with LD, which is currently lacking.
Improving the collection o f  outcome data
The outcome database could become a more useful tool if  the collection and 
recording of outcome data is integrated more systematically with clinical practice. 
Some suggestions for doing this include:
# All clients referred to Psychology could be entered onto the database at point 
of referral. This would allow for response rates to be calculated to better 
understand how representative the database is of the CMHLDT caseload.
# Allocating time. When the data was disseminated to the CMHLDT staff 
reported that time was a barrier to data input and so not all data collected was 
represented in the database. Finding ways of reducing the time needed, such 
as allocating data input as part of a team member's role may help.
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# Increasing motivation may also improve rates of data collection and input. A 
member of the team could be assigned the role of 'Outcome Ambassador' 
and be responsible for keeping outcome data on the team 's agenda. Staff 
reported that emails about this project motivated them to improve their data 
input.
# Reducing the number of measures collected and focusing on improving 
completion rates for a small number of measures first, before expanding to 
collect more may help to make the data more meaningful.
# Encouraging other disciplines to also record outcome data, such as nursing 
staff. The Care Planning Approach (CPA) reviews could provide 
opportunities for outcome measures to be collected as part of practice.
Improving the use o f  outcome data
The CMHLDTs have developed a useful local evidence source for their 
clinical practice but the use of the outcome data could be improved. Motivation to 
collect outcome data may improve if team members feel it is meaningful and can 
inform clinical practice and service provision. Some suggestions for improvements 
to the use of outcome data include:
# Producing regular brief reports on outcome data, such as on a quarterly basis.
# Sharing outcome data with the team and supervisors.
# Collecting data at more regular intervals, not just baseline and outcome, to 
enable clinical use of the data.
# Having a regular slot in the team meetings or service development meetings
to discuss outcome data.
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6,4 Dissemination
The findings of this project were fed back to the CMHLDT in the form of a 
presentation during a service development meeting, which was well received by the 
team (See Appendix J and K). The meeting was attended by staff from other 
disciplines, in addition to the psychology team, and a discussion ensued in which all 
staff discussed ways of improving the routine collection, reporting and use of 
outcome data in the service.
My placement supervisor also presented some of the outcome data at a 
conference attended by 140 people, including clinicians, service providers, clients 
and family members, which hopefully helped to raise the profile of the CMHLDT 
and provide some evidence for the effectiveness o f their work.
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Appendix F: Zung-SAS
Zung Self-Rating Anxiety Scale (SAS)
For each dem bdow, plase place a check made (Z) m the cohmm which best describes how o Aen you or 
behaiL'ed 6is way during the past sev eral days. Bring the e«npleted form widi you to &e ofGce for scoring and 
assessment durmz vour ofGce visit
Place check mark (/) in correct column. A little of the time
Some of 
the time
Good part 
of the tWne
Most of 
the time
1 lAelmoreaatmusgndamdousthanusuaL
2 Igeelaùàdfarnoreasonatall
3 I get r^set easily or fed panicky
4 IfeellikerxnfaUingqMUtandgosngtofKeces.
g I&ddtmeverydringisaniightgndnothingbndwülhappen.
t  My anas and kgs shake and tranhle.
7 I am bothered by headaches neck and ba<ck pain.
& I feel wak and get tired eesüy.
9 I kel calm and can sir still easily.
10 I can feel ngr heart beating &st.
11 I am bothered by dizzy spells.
12 I have hiiatnrg spells or feel hkë it.
13 I can bread* m and out easily.
14 I get feelings of nmnbmess and ttnghng in my hr^ers & toes.
15 I am bothered by stomach aches or indigestion.
16 IhavetoanprymybladdKo&m.
17 My hands are usually dry and warm.
19 My face gets hot and bhxshes.
19 I fall asleep easily and get a good night's lea:
20 Ihaverughtmares.
%. Zung. A instrument htr anxiety disonkis. Psycbosmnatics. 1971
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Appendix G: GDS-LD
IWEhmW» weiÉC-
I Mva ffm. &k m#
6& ttfmmi 
kimwÊ-fmMt.mimaààé.
î Mm* ^  È& m.Ëymi ma# m m W maa#
Wr#»ye*6kmü#ya*'#aBg»iâaBÉ%^my&*
3 Whm ym #aÿ»y#d #m A #pyo# &m* éam t
4 Maw ym HfsyaiottÉ^tof«3|ÉiiMd W agW * « h « r |^ = ^ (
S #émm yaa mad*«m«ynakmm 'wm&Wp w #  w o ra# am c k àm ,b m A m # you mmkamd amàmd 
iésm  fotf miam a m a f A *  «my y=»
fe y=i && *ml Amé^
êéfm'ffmgmm-mdmtfi-darMfiàimiât^ 
k k m ifm  iamé Màmé, m  
f  Mbm yoa srtK i
i  #*w 'ftm tàt-faammmàxsFrnààÊ^immté.
tàitmyem' âàt aààam>Amà àhtfm é  
$ Mm yoi CB^ p^ KancâaBcetkiBp..^ KàwwaoMf
àèem fm  èm##^  *A& m ^Ums-üàné^mfim^mmmmp
WàitM ymar émmrM-m j|WMÈÊm* fF^prmmmP'Âm ymmièlmÉnmWnk# *=M m AwAf
lÊ #&* you twaad m kmdiemWhm dbcata j  
lénm^yavÉaH^&JmrfÉsiÉK^
II #&M yem kamd #: bmdmGa*
yBeam&àa^ #*
I I  M m  yo# moAWWE
Mm jiaa hme #m»y mammAÜ
|tbK6WCTW|aMii3r*i&^ mmaxmà ÙÊca»#Mmkmanmi§ 
Mm j/aa h*ad * hmdtogi 
|WkyiMli=m»»dMËy Whm#db*,#a;
Mnmym ^ maUtàmré às ÉdhmMp
(4 M m  yoB ÉËc. AmrnÀk M. mot «nm n& *M ^ èéMm-^amiH^àméyamamâéÆÊi Mrm-yem 6&  fam M  «bc'kwé:
II  M a# y=m ÈÉc mW rnm^pAW gkym-hM #
èbmaya* Mt m.tffamphMMmm'}am ArWWl^
lé  * ;h *  ysm è& M gm & m r §map&apm&«hR^#Kpm,mA»gM aM tym#r^aFW ^mmgmgpM 4 
Mtm'fom mamMÉm&m# WWmÈ&arpaE^WtMéWymË 
I f  M m  yoB S aoaT M W tyB f: Wmammmmymyamhmmdam #=mm*mgM = ^ * r y m  h R m m m k m W im W  
&  yoE ied  m É S’MS'eoM. adfe yior . . ^ ipMT yae-a *w <
D e  ysar in i  É r o m i
lÉ lÉ M  yCM ÉÉC WEMrtMÜ
MM#y=* âÊt: matmiai
1$ *#M y=i Amm^ AK.ÈmË*:*gmhMy^ya«M*=y=B*
Mm» y» 6# «W mxàà^mSsmmim- àÊ^^stmm ÉBtjffmmmf mOÊwi
M *M yam &k,#m;yy»è#m«mi«ÊÊag goal p(moA^ ggmdkg kygmamdW 6 «#»aE #»»&]
AA
School of Psychology Coursework Form: PsychD Clinical Psychology
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Appendix H: Rosenberg SE Scale
RMfmbfrg -  Child and Ywmg pemon
lamiictitHis
Below is a lis* of sMemems (Waling wi*li \ionr general feelings abon( yonrself, If yon 
strongly agree, rick SA. If  yon agree with the statement, tick A. If yon disagree, tick D. I f  
}'on strongly disagree, tick SD.
^  g ±' ^II I Î If
1 Ontbewbolelamsatishedwtthm^'self O  O  O  O
2 At times I thWt I am no good at aü O  O  O  O
3 I feel that I have a number of good qnalrttes O  O  O  O
4 I am able to do things as well as most other people O  C] O  O
5 1 feel I do IK4 haw much to be proud of O  O  O  O
6 I certainly feel useless at tinres FI FI Q  O
I o  o  o
& I %dsh I could have more respect for m^-self O  O  O  [ ]
9 All in all I am inclined to feel I am a failme O  O  O  O
10 1 take a posthwattiW e towards myself O  O  O  O
1 feel that Tm a person of worth, at least on an equal plane 
with odters
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Appendix I: QOL Scale
QUALITY OF UEE SCALE (QOL)
PBease read eedt item and circle the manber thaï best d e s e r ts  how sahsSedyon are a: th:5 cme. Please 
aa5wer«achüemet;emifycmdo iKtcmimhlypattk%«iBmaziactivi(yorhas'e arelastmship. Yoncanbe 
sadsEed or dissadsBedi*^ not doing lime acüvby or having the nebdonshrp.
Mo%dy
D*1igh*dP3e&M& SaôtSëd Mhmd DiHzddwKlnh^ gr)' Imihh
1. M ataial comrkrts hnmn, Ex>d^  ctmveniaices, 
fmannal secm hy................................................7
2. HeaIA-beimgphgr5Ka%&ainiTngoimnsi . . . 7
odier
4. Having andieaii]% children 
5 Close r
6. CWse A ieids
7.
srohndeemig, gn iog a d n ce...........
Paidc^ating ioLorgamzatiomsand.
). Uhderstandingyoniself-knowing yoorassets 
and]imiü#3ins-knowingwhatli&rsaboat./
[. Work-jobtnmhmme................................ '
domgthmgs, parties, e t c ..................... ..
14. EMKimg,Ü5ïEmngloimBic,or (^serving
Partidpatmg inactn^ lecreathm
s 5 4 3 2 1
6 5 4 3 2 1
6 5 4 3 2 1
6 5 4 3 2 1
6 5 4 3 1
6 5 4 3 1
6 5 4 3 2 1
6 5 4 3 2 1
6 5 4 3 2 1
6 5 4 3 2 1
6 5 4 3 2 1
6 5 4 3 2 1
6 5 4 3 2 1
5 5 4 3 2 1
d 5 4 3 2 1
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Appendix J: Thank you letter from service
Spw»»6st
Dear
Thanà you fer your aaWmely M ef#»rg pnmmWon om Monday, wWah wmm 
* #  moowod by warn Th# w#» # **@hly wMwwm and uwW pmjiaei wW* # *  
anhnne* m* way a#  c«W<% and v#d wkom* dW* in (he and no doubt a #  
have a poaiW# Impae* on the aarvioae w» prowda W #wd». The powtW d#$a haa 
##0 pwidad a $aol to jwa% our aarvma m # # #  va#* <WW( aoaaimic Wma #bf 
haeWh
Am you or# awafo. baeauea you y a  the data to m# *d dwoddy * wa# #b«a to aam 
pmeWourouaaomeAgurwtoaoon#amiwia#Fndeyk»140abandea&.inokNAmg# 
md# ram# o# aarvioa peovWank (AaNa and t»m§jf man*ar$. TN* W  hopaWy raia# 
#mppo#eofoureorvk»:#nd(oeWmemWhM#*#annoa»lnBenafal. daaegmatto 
bo aw# #  demonatrate that #m maX wa do ia edectwa in aappodmp rowaawy *o 
cAanw am  lagh^ corn##» naada.
Good kdk with #w am#a up o# yow $RRM
Mtmtsmx
i t e § Æ - t é & '& s 'a #
Highly SpaoWW CUnàeal f»aychoio#st
1 7 6
Appendix K: Slides from presentation to service
AnalyWs of # Psychology
Ou *• iS!!»«d«CSc«* Aim I ef*# ?«i**pdî p«"C:$*c:
Ü- Th* pxyïk'CÎc^sy àae^ -m»
!• AmW'fd es A* e-e^#i« éxm 
i- Sammapf 
» SmplleaSe^ i
s- Q^ eriewx: aeté s»«èb*à.
Im tro : O u t c o m t  m e a s u iR im o n t m  
mental health serwtcei
» Ga-¥-m!mmp.t psilcy SmsmaxSnq
W p e fà K e #  e #  W e  « s e #  b<ct#td p^meaeai irsii 
sn n x fr -a  fr^xuvm ^.m at OeH- 2C»I ()
* iMismia^ mç Sc pre-'^ d# Ws#bss« &#ê
Mwsao.. 3«*ni <rs4 *a«s smwpx, am 
«sa eSccSv#
'  #l*c- X!jgg#a3 Sfe«S i#cËvgRg e # g e (« g
?*#àh«â:. §e«s éS im tt SmjassvsK d ^w s 
c«SossT5«t mad p#@#s#e« t^ lW * S  2C«G<5j
In tro : O utcom t m
l e a r n  Imp d l5a .b lllty  se rv ice s
s >3sjteffiT« .Ts«*a,»TEi ^  »âi c#K« tr*ia»m» Md wndw ÿWtw\ Brafiom £
Lnb^ aO!*'
> TÎW» a iJ3B IfESad «awKTH We » »  
»i«KSs>!«mij sf ewmâw fte-
p w »  wfe Iw n**  dbmam*# (U%
» I t*  fjTCtsPeay T#*t» »sfcaa ICOXCCGOC 
C^KLDT^ i m t u p m  Ods:ssma E«ai3«j« Ss 
mrsmsm^gk Sa payeWB^ki be Bc«K± »fsS œWem* âU».
I- EIT *!iK* n*a MKW a*t« m. fcenrM #nU,aa b? K* 
I n»a?3s t . .  UnU nra#’.
Ai ms o f the research pM^tct
» AudiS k e w  A # cwKCR?# dacdzima* ix a t m m t i f  
WWg ex#d 
f fip d 'fa *  A # c-«ta-?ffi# cm# ccllesswi xe Smr 
» Ca«x3S«r i#r^ Se# r^ nplseaSeRX «sd peialfcl* 
I»#ÆSEÎT!fî?»SCmCWI ferÏTOpSCVS?!® À* 
eell«eSs-{*. mid x%mg# e f  ciiMz-m# dm#
Current use of the dwahase
AarapjSW; of &m ^üàu» **a Sasan k Wmnm 
J O It
$■ CaSi. fte- SI c a m  m tn t  M s
A# d#t#b#a* X X X  (£% KOt 0 »  and XXX #  «ho 
dSmcUy t r  M k*c%  a paycWeUcWWam'URüarï
i- C ^ j# a a « T * W  d#a#, m u  t s S u r ê i â  a t  2 a a # & *  
aaaaaafrme-ataît S 'ew xpy? #«i 
CXÆxotm (at and s? Pmmpii-jrmlamf 
!• M |*rty  saa# m u c^tetaaS In £0Î5-2SÎ»^ 
a M S a x ^  1 2*aa#m raaauim# # ia  f r e n i , iUS? and 3fnon#2QOg.
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* H ia s 'sn  S c tMf iSjêtare» %an@ ïcx* (OM^- » Ch&Wi^ ?s Sim^feLr Srtirt SsM»* Cmig^y JveMSfr SsM fSx !"%«» »*m kaimetjW ”aia«»3 i:cAtt-s^* î«#-S*Sàn8 Ansiâiêsf îssâ» (Zj?^
» Ckiga# C*3M]!cm Ssate to-stioi^  »#m innWcb*! C^«aBr<- ÆOS^;-* S*y-Sai3fc«T (5-g» '%#&»' of QjxaagT»^
f e l
Measure» Co#ec%ed
üsüuKJs sr n
^   ^ 4L "%f VR' * A-'Wl :
^  jRW -
""^ r*u r - y  , :j8#P==^
HO NO S-ID C O RE-lD
SRS &Ad(ms CAS^O
1 7 8
0 th
s...-?—r-.-..-1 —  ---■:
      MCZiN#'jL.'
Sum m â^Y o f  Rmdimg*
» "ïk* p*Y«^ 'el«sY %«K!? k#m éitfdcp*à » 
iTfKmr. is: tri^ AHnéf msmii&-f su-!sssfr.mx.<fiiih > 
df«Rl c<!3ce-w# djCa !x gMudy
l#dUR@
» Véi-vm Im -g*" merts»^m1a^ si  g « a  h« v«  h*m 
cc##=aj w# cas i.*a d;* cl
p-*Ysfe«lc«îcd ÎRâr’.^ iScw 
«■ 0!#cuk ac- imiaepmâ nct’ilti. *#!«% étèa  
nufr,h-mnt mrm i m d l a r  
»■ BcmüW* dîUcalSai u%# sf CfiS-IO Wa 
msm d a s i R##d#d
LlmttaUom
*• Smdi nmmhmr%^ *s cc«d%:^ c«a; ïmtmâ 
s- D«vdsf«5«?5 s4 eu issm* Sat
paepi# w iéi U2 I* xlH' tm *dv 
- 'mMh- «ai rWW#* of maaa&rxa"
» Lack of fjœrrra
So #&at does this mean fbrihe 
psychokigy team and the
CHHLDl?
Service impKc»dom$
p SHMBtmff ers mda^ r* ssaa»
- &W diSa p w a à i ,  #A#K%» far
W%*aai *MiMa of M am w àbM  In S?» OtM-DTa
- Ai of »éî:»m àil» & *# bo
Os W»toO&
> Abs cmM ^  laxd  bo bs mbOoncm w a  for 
a*h *#h LD. aWkh itCipmrt^ lacking
S e r v ic e  im pK caüùnt
i k m  c a M m r ti's n  o f s y f c s s w »  ajenr 
» m 6 :a m *  d i s a s ta *  m a-»  3 ^  bK T aà# y
BWcml pruri&jfe ■> M s#K<3 nfetoradbsfwê^  ^arm^  onk diiatau* à g'mkro- Ite* -SST« ;aüOii^ b cctk-% aaortoïsàiSa #g#Y. NawcaP! SwrRmarcCant OaaytpsrSai fcesteSHf- NcèÀabm - ^ ?üùw-^ bi#T.Oca#mm ef 
Cuspcrr* ATiJMajsr”- Hodue* ftPT-iSsK- of sT«Mar»3"
1 7 9
Service ImpBe&üom:
f  .imprspfap éfm u : #  o f  auisia.mm d a st
-  f a m f  ? » p s r t3  o n  a J x ® t *  d a â a  » .g .
CpJ»rt»rty
- SAmm «#*; iai*jT! fcTd suaKsj-ljen
• Ce*rt sbJst. m& hOomoà . n â  juxt
È a u a t e  a n d  a d r o r * ,  Oe m rm àéit c& ÂaU m a  o f  ib tba
Thanks fer Istening! 
A ny tpMsbons?
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Appendix L: SRRP Proposal
SERVICE RELATED RESEARCH PROPOSAL
6.5 Name
6.6 Project Type Service evaluation
6.7 Approval required No external approval required
6.8 Project title
Analysis of a Psychology Outcomes Database in a Community Mental Health and 
Learning Disability Team
6.9 Background and rationale
Evidence based practice and outcome measurement have become increasingly 
important in NHS mental health services (e.g. DoH, 2011; Morris, 2011). In the 
current climate services, teams and professional staff groups within teams are under 
increasing pressure to provide evidence that they are effective and efficient services 
to commissioning bodies and service leads.
The locality Community Mental Health and Learning Disability Teams (CMHLDTs) 
provide a specialist service for people with a learning disability that are experiencing 
mental health difficulties. Outcome measures for this client group are sparse and 
under developed (Hatton, Emerson, & Lobb, 2005) and a routine recommended 
battery of outcome measures for this client group does not exist.
The Psychology team across two locality CMHLDTs set up an outcome database in 
2007 to encourage psychologists to collect and record outcome data. At present it is 
unclear how this database has been used by the Psychology team and no formal 
analysis has been undertaken of the data within it. Service users whose clinicians
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regularly measure outcomes and use feedback have been found to achieve better 
outcomes over time (Miller et ah, 2006). This project proposes to evaluate this 
existing information store to enable it to become a more useful tool and source of 
evidence, and consequently improve services for service users.
6.10 Objectives
# To audit how the outcome database is currently being used
# To analyse the existing outcome data held in the database
# To provide recommendations to the team on improving the routine collection 
and storage if outcome data
6.11 Setting
Community Mental Health and Learning Disability Team.
6.12 Data sources
An existing outcome database stored on the NHS trust shared drive for the 
CMHLDTs. Rio records and team meeting minutes may also be used to ascertain the 
percentage of Psychology cases stored on the outcome database.
6.13 Procedures
1. Provide detailed summary of data currently held on the outcome database, 
including number of clients with any outcome data, with initial and fbllow-up 
data, types of outcome data, percentage of current Psychology clients on 
database
2. Quantitative analysis and visual representation of outcome data currently held 
on the database (currently 43 clients with initial data and 26 with initial and 
fbllow-up)
3. Write up report (and executive summary) for team with above information 
and also recommendations
4. Present summary of findings to the team
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6.14 Analysis
# Quantitative descriptive statistics
# Statistical analysis of outcome data (if sufficient sample size)
# Clinically meaningful change score analysis of outcome data
# Visual representation of outcome data
# Written report
6.15 Service-related implications
The CMHLDTs are currently undergoing a service review. This project may provide 
the Psychology team with a source of evidence for their practice. Analysis of 
outcome data will also provide a useful source of information for clinicians on their 
practice, and for commissioners and service managers to help improve the services 
provided to clients. The review of the database will allow an existing data source to 
become more useful for the team and the project will support outcome data to be 
collected and analysed more systematically within the team, and to provide an 
ongoing evidence base for a client group where this is lacking.
6.16 Name of University supervisor:
6.17 Name of Field supervisor:
Signature o f trainee: Date:
Field Supervisor's declaration: /.yw/Tpo/-/ prq/ec/
Signature o f Field Supervisor: Date:
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Final Reflective Account:
On becoming a clinical psychologist: A retrospective, developmental, reflective 
account of the experience of training
Introduction
This essay is a reflective overview of my personal and professional 
development during the clinical psychology doctoral programme, written as I am five 
months away from qualifying. Looking back over the past two and a half years o f 
training I can see that I have developed in many different ways, but I have chosen to 
organise this essay around what I believe to be two salient themes in my 
development: confidence and self-understanding. I will consider how I have 
developed, both personally and professionally, and reflect on how this has 
influenced, and will continue to influence, my professional identity as I move 
towards qualification.
Confidence
When I look back to first starting the doctoral programme the most striking 
difference I can notice in myself is the development of my confidence. It has by no 
means been a linear process but I can see how my confidence in my clinical skills, 
knowledge and leadership skills has changed and developed throughout training.
Confidence in clinical skills
When I found out that I had gained a place on the doctoral programme I was 
oveqoyed. I had felt that the interview had gone well but knowing how competitive 
the course is I had not really expected to gain a place. Although I remained very
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excited and pleased as the start o f the course approached, I also felt anxious. I can 
recall trying to rationalise my negative thoughts but I was unable to shake off a 
feeling that I had 'slipped through the net' and that someone would tap me on the 
shoulder and say 'T 'm  sorry, we made a mistake". Reflecting with colleagues now, I 
realise that this was a very common thought on starting the course, perhaps because 
of the pedestal on which getting onto clinical training is often placed. Personally, I 
think a large part of my anxiety stemmed h-om my predominantly research rather 
than clinical experience prior to the course. I felt like I had much less clinical 
experience than all of my cohort and as a result had very little confidence in my 
clinical skills.
Looking back to starting my first clinical placement in adult mental health it 
seems very similar to a cognitive behavioural therapy behavioural experiment in 
which I confronted the source of my anxiety head on by being made to use my 
clinical skills immediately (Westbrook, Rennerley & Rirk, 2011). I was extremely 
anxious about it and faced a very steep learning curve. On reflection, those first few 
months were so crucial to the development of my confidence. The regular exposure 
to my anxiety over my clinical skills did seem to make my anxiety reduce over time, 
as one would expect with habituation (Westbrook, Kennerley & Kirk, 2011). As my 
anxiety reduced I was better able to reflect on how I was doing on placement and 
when I received a positive first placement visit evaluation I began to question if  my 
lack of confidence in my clinical skills was fair. My supervisor was very supportive, 
initially taking quite a didactic, instructive approach in supervision, which I think 
was helpful whilst I felt deskilled and lacking in confidence (Watkins, 1995). As I 
slowly started to build some confidence she began to take a more collaborative 
approach, whilst remaining a source o f support when I needed it. I think that in a
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way she formed a secure base for me, which allowed me to take more risks and 
slowly build in confidence (Bowlby, 1973).
There have been many ups and downs in the development o f my confidence 
in my clinical skills during training. When I was due to start my second placement, 
working in a community mental health team for adults with learning disabilities, the 
feelings of anxiety and uncertainty returned as I faced working with a client group 
that I had very little prior clinical and personal experience with. I doubted that I was 
competent enough to be able to adapt to working with the client group. Taking a 
broader view of my training experience so far, I think it was this placement that was 
the biggest shift for me in terms of my confidence in my clinical skills. I had two 
supervisors who were very supportive and who encouraged me to spend time with 
adults with learning disabilities in non-therapeutic settings. When it came to my 
mid-placement evaluation I was genuinely shocked by how positive the feedback 
was. My supervisors had commented on how I had been able to apply many 
transferable skills to the placement. The new setting of the placement had forced me 
to draw on any skills I had and apply and adapt them to the work I was doing; I can 
recall drawing on experiences from some time before training when I worked in 
public relations to help me think about how to approach consultation and 
communicating with different staff groups. The feedback h"om my supervisors 
helped me to see that I had underplayed some of my strengths and had taken for 
granted the transferable skills I had from my last placement and from prior to 
training.
I feel very grateful to both supervisors on that placement for supporting the 
development of my confidence. I have noticed a real change in all the placements I
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have started since then. Rather than immediately assuming I would be lacking in 
clinical skills and competence, particularly in settings I had not worked in before, 
such as with older adults, I have instead reflected on what transferable skills I would 
be able to apply. Adapting my knowledge and skills is now one of the things I most 
enjoy in working in clinical psychology. I think that this change in how I think about 
new experiences and my own skillset has allowed me to learn more in placements, 
apply my learning from the teaching on the course and develop without anxiety 
acting as a barrier. I still receive feedback that I have a tendency to underplay some 
of my therapeutic skills but I certainly feel much more ready for, and excited about, 
the new experiences and opportunities that qualifying in September will bring.
Confidence in my psychological knowledge
My confidence in my psychological knowledge and in building a professional 
identity has also developed throughout the course. During the first year, and much of 
the second year, of training I lacked the confidence to ask many questions in lectures 
or take a lead in group exercises and on placement I have often felt uncomfortable 
about speaking in psychology team meetings. I used to always feel too unqualified to 
be able to share my opinions and thoughts, which I think related to a lack of 
confidence in my psychological knowledge and a fear of being judged by my peers. 
I have been fortunate to have felt that clinical supervision has consistently been a 
safe space to further explore and develop my psychological ideas and knowledge, but 
I realised in writing a reflective account last year that many of my anxieties remained 
and that it was important for me to recognise the value of my own ideas as compared
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with peers. I found it useful to draw a comparison with the importance of 
recognising all perspectives in a psychological formulation.
My final year of training has provided a real turning point for me in 
developing my confidence in my knowledge, and in my role as a Trainee Clinical 
Psychologist. My specialist placement was in a health setting working within a 
multi-disciplinary team where the psychology team were the only professionals with 
specific mental health training. There were expectations in the team system that I 
would take an expert role in mental health. This was very anxiety-provoking initially 
but in turn it gave me a huge boost in confidence to 'ow n' my knowledge. I came to 
realise that I did have knowledge that was useful to be shared! This has also helped 
me to feel more confident with my peers on the course and also in sharing ideas with 
other psychologists. It can be a risk sharing ideas, but it is now a risk that I feel 
much more confident to take. I have found that I really enjoy working with other 
professionals and learning fiom them, and enjoy offering consultation. I found a 
strength in being able to share psychological ideas in accessible ways with 
colleagues without mental health training, for example discussing the differences and 
relationships between 'normal worries' and anxiety with nurses. The feedback I 
received has made me realise I feel it is very important about making psychological 
ideas accessible and this is something that has influenced my professional identity.
I also think that my confidence has grown as I have become more able to 
acknowledge that it is ok to not know everything. Barry Mason's 'Safe Uncertainty' 
model is something I can really relate to as I have learnt over training that it is ok to 
feel uncertain because there is always more to learn and find out and that is what 
helps me continue developing (Mason, 1993). Early on in training I used to feel very
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anxious at the prospect of meeting a new client and not knowing what to expect, but 
now I feel like I can enjoy it more and look forward to finding out and learning more.
Confidence and leadership
Tn previous reflective accounts I have reflected on my reluctance to take 
leadership roles in the Personal and Professional Learning and Development Group 
(PPLDG), for example not taking a leading role in group exercises and not 
volunteering to be a chairperson. I think I initially felt too inexperienced and lacking 
in confidence to take on this role. Last year I reflected that it was perhaps related to 
a more general trait I have noticed in myself of being indecisive at times, and 
worrying about the impact of my decisions on others. I highlighted a learning need 
of trying to take more leadership roles, especially with the growing importance for 
clinical psychologists to take on leadership roles within the NHS (British 
Psychological Society, 2007). Towards the end of the second year and in my final 
year placements I have developed leadership skills, for example acting decisively 
and taking responsibility for my decisions in several safeguarding incidents and 
providing consultation. I still struggle to think of myself as a leader even though I 
know I have the capacity to take leadership roles. Tm still trying to understand why 
that is and I hope to continue to build confidence in my leadership skills in my final 
placement where I will have opportunities to offer supervision to an assistant 
psychologist, facilitate a psychological formulation group and attend service 
development meetings. I know that as I approach qualification I will have to take 
much more responsibility in my practice and I would like to continue to develop so I 
feel confident to seek out and take on leadership roles once I do qualify.
Self-understanding
190
Another notable change during the course of training is the development of 
my self-understanding. I think I have always been reflective and thoughtful about 
my experiences but 1 have noticed a real development in the way 1 understand myself 
and my personal and professional identity, a change which 1 believe has been 
facilitated by clinical training.
Becoming more reflective and reflexive
The nature of clinical psychology training has inevitably led to me reflecting 
on myself, my values, my beliefs, my prejudices, and my childhood more than 1 have 
ever done so before. The more 1 have reflected on what 1 bring into the therapeutic 
relationship, the more 1 have learnt about myself and 1 think 1 have become a better 
Trainee Clinical Psychologist as a result. My ability to be reflective has certainly 
developed over the course of training and 1 now feel much more aware and more able 
to leam from and use my reflections in the moment, both in a therapeutic setting but 
also in conversations with colleagues and friends and family.
In the first year of training we shared cultural genograms within our PPLDGs 
(Hardy & Laszloffy, 1995). This was my first experience of doing a genogram and 1 
learnt a lot from the process. 1 was particularly interested in why 1 did not know very 
much about my parents' diverse cultural backgrounds and through trying to find out 
more 1 heard rich stories of my great grandparents' experiences that 1 had not been 
aware o f previously. 1 can recall thinking at the time that it was a very useful process 
that helped me to leam a lot about my cultural and family history. My final year 
specialist placement had a systemic leaning and my supervisor asked if  1 would be 
happy to share a genogram in supervision as part of trying to support me to become 
more reflexive in my practice. 1 was shocked to find that it felt like a completely
191
different experience and very different themes emerged. On reflection I think that in 
the first year I had been very focused on filling in gaps in my knowledge about my 
family history. The stories of my great grandparents and grandparents facing and 
overcoming adversity had been the dominant theme to me. However, more recently I 
found that it was my parents' stories that I related to most, for example a theme of 
wanting to see and experience different cultures and their beliefs about education and 
illness. I have spent time thinking about why these differences emerged and in part I 
think it was related to the context in which I was working (in a health setting with 
young people fiom diverse cultures), but I also think throughout training I have 
changed as I have learnt more about myself, and I anticipate that as I approach 
qualification I will continue to change, develop and leam about myself. I look 
forward to seeing how future genograms may help me to discover new stories and 
themes that impact on who I am.
In the later stages of training I feel that I have been able to use my 
developing self-understanding and awareness to become more reflexive in 
therapeutic encounters (Burnham, 1992). Earlier in training I think that so much 
mental energy was spent on thinking about using the 'right' skills and planning what 
questions to ask, that little room was left for anything else. I have noticed that as I 
have become more confident in my clinical practice it has opened more space to be 
reflexive in the moment. I have also come to greatly value the importance of being 
reflexive as a cmcial part o f clinical practice as I have had more exposure to systemic 
theory and practice (Hedges, 2005). For example, I think I am now much more able 
to make use of the emotions I feel within a session, such as when I have felt angry. I 
can recall feeling angry with a client in the first year o f training and initially feeling 
quite ashamed and although I raised it in supervision, I was very self-conscious about
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doing so. Now I feel much more able to notice and be curious about the emotions 
that I feel and use these reflections to inform my understanding.
As I have been able to be more reflexive in clinical practice in the later stages 
of training I have found that the way clients respond to me and the narratives that 
emerge in therapeutic encounters has also influenced my self-understanding. I used 
social constructionist and narrative ideas in my specialist placement and focusing on 
my contributions to the context o f a therapeutic relationship led to me discovering 
beliefs, assumptions and prejudices that I had not previously been aware of (Hedges, 
2005). I had an experience of working with a non-English speaking parent, with an 
interpreter, and I felt like we were 'missing' each other in a session; questions that I 
thought were neutral seemed to cause some offence. With the support of my 
supervisor I used the daisy model adapted fiom Cronen and Pearce's Co-ordinated 
Management of Meaning (CMM) model of communication to explore the different 
contexts that might be influencing the parent and those influencing me, which led to 
me learning more about myself and what 1 could represent, without intending to do 
so, such as an authority figure who might pass judgement on parenting skills 
(Cronen, Pearce & Harris, 1982; Hedges, 2005).
Learning from  others
Feedback 1 have received fiom placement and research supervisors, my 
clinical tutors and other colleagues has also influenced the development of my self- 
understanding and professional identity. It has been argued that identity is 
influenced by an understanding of others' attitudes and beliefs about us and 1 think 
this has been the case in the development of my professional identity (e.g. Bosacki, 
2000; Cooley, 1902). There have been some consistent themes across training in my
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feedback from placement supervisors, such as having good communication skills, 
engagement skills and being very reflective. Earlier on in training I think I just 
viewed this as nice feedback but over time I have come to adopt these strengths as 
key parts of my professional identity. I have faced difficulties with my Major 
Research Project that were beyond my control this year at the same time as facing 
personal difficulties. At the time it felt very stressful and I can recall questioning 
how I would be able to cope with it all and complete the research, but I have been 
able to cope and I now know I will complete a good quality piece o f research. It was 
only when my research supervisors recently reflected on how well I have managed 
the difficulties that I came to see my own resilience.
My professional identity has changed and developed over the course of 
training. I can recall thinking "well I don't have one" every time 'professional 
identity' was mentioned in the first and second years of training. As I approach 
qualification I have taken more time to reflect on what my professional identity is, 
and I think it is still very much evolving. The process of training has meant working 
with many different people, with different styles of working and learning about many 
different theories, models and ideas. Some ideas and approaches have felt like a 
better fit than others, for example I have been drawn to integrative and systemic 
approaches. I have found flexible supervisors who are collaborative and have 
changed their style of supervision to meet where I am developmentally particularly 
helpful, and I hope to try to incorporate this into my own supervision style (Watkins, 
1995). I anticipate my self-understanding and professional identity to continue 
developing and changing as I meet new people, have new experiences and leam 
more about myself and others.
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Reflections on Qualifying
I recently gave a friend a mock interview for clinical psychology training and 
asked the question "what sort of clinical psychologist do you want to be". I found 
myself reflecting on how my own answer to that question has changed from when I 
interviewed for the course three years ago. I still want to help people and I still want 
to be reflective and use and contribute to the evidence base and be a "scientist- 
practitioner" but I also have a much more realistic idea of what the role entails and 
what difficulties I might face in the context of an NHS facing cuts. I want to be a 
clinical psychologist that continues to develop, leam and contribute to the field.
Approaching qualification is a bit like finding out I had got on the course. I 
feel excited about the future but also a little apprehensive over the uncertainty of life 
post-qualification. Will I be able to find a job? Will I like it? Will I have enough 
support? However, the ways in which I have developed throughout the course, in 
terms of my confidence and self-understanding, and in so many other ways that I 
have not explored in this essay, make me feel confident that I will be able to manage 
this next step of my career and tolerate the uncertainty that it may bring.
Conclusion
Reflecting on the experience of training has helped me gain an overarching 
view of how I have developed and has helped me to feel more able to take this next 
step into qualifying as a Clinical Psychologist. Qualifying is not the end point of my 
development and teaming; it is just the beginning.
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Overview of Clinical Experience 
Adult M ental Health -  1 year core placement 
Community M ental Health Team (CMHT)
I worked with adults aged 18 to 68 years old with a wide variety of mental health 
difficulties, including depression, psychosis, personality disorder, bipolar disorder, 
anxiety and obsessive compulsive disorder (OCD). I worked with individuals and 
their family members using a predominantly cognitive behavioural approach. I 
worked independently and also jointly with other professional in the multi­
disciplinary team (MDT), including my supervisor, a clinical psychologist, and an 
occupational therapist. I conducted two comprehensive neuropsychological 
assessments using tests including the Weschler Adult Intelligence Scale (WAIS-IV), 
the Weschler Memory Scale (WMS-IV), the Hayling and Brixton Test and the Test 
of Everyday Attention. I also gave a presentation on psychological therapies for 
bipolar disorder to a local bipolar support group.
Adults with Learning Disabilities - 6 month core placement 
Community M ental Health Learning Disability Team (CMHLDT)
I worked directly and indirectly with people with mild to severe learning disabilities 
and mental health difficulties, including anxiety, OCD and depression, and their 
families and carers. I used adapted CBT interventions and social stories with several 
clients with learning disabilities in the context of autism spectrum conditions (ASC) 
and positive behavioural support approaches in work with carers. I had two 
supervisors who supported me to formulate using cognitive behavioural, systemic 
and psychodynamic ideas. I co-facilitated a weekly 'Recovery' group with a fellow 
trainee clinical psychologist and our supervisor, which included social skills training, 
mindfulness, goal setting and CBT skills, and set up a carers' group for family
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members. I completed two neuropsychological assessments. I helped facilitate a 
workshop for third year medical students on communication when working with 
people with learning disabilities. I conducted my service related research project on 
this placement which involved auditing the use of a psychology outcome measures 
database and provided recommendations to the team on its future use; I presented the 
findings o f the project at a team meeting and my supervisor used the data in a 
conference presentation.
Child and Family -  6 m onth core placement
Split placement between Tier 3 Child and Adolescent M ental Health Service 
(CAMHS) team and CAM HS Learning Disability team
I gained experience of working with children aged 5 to 17 and their families with a 
range of emotional and behavioural difficulties, often in the context of ASC and 
learning disability, including OCD, school refusal, eating difficulties, anxiety, 
depression, self-harm, sleep and behavioural difficulties. I worked therapeutically 
with individual children, their parents, whole families and indirectly with schools and 
staff using behavioural approaches, systemic and narrative techniques and cognitive 
behavioural therapy (CBT) and adapted techniques to work with young people with 
ASC and learning disabilities. I presented a case at a psychology team meeting. I 
also observed and conducted neuropsychological assessments using the Weschler 
Intelligence Scale for Children (WISC-IV) and observed assessments for social 
communication disorders using the Autism Diagnostic Observations Schedule and 
the Diagnostic Interview for Social and Communication Disorders.
Specialist -  6 month placement 
Residential Paediatric Neuro-rehabilitation
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I spent six months working in a residential paediatric health setting for young people 
with brain injuries. I developed my ability to communicate effectively and 
sensitively with children, families and colleagues at times of acute distress and when 
facing chronic health difficulties. I worked individually with children (aged 2 to 16), 
and with their families, facing a wide variety of difficulties in the context of 
childhood brain injury including trauma, rehabilitation refusal, anxiety and eating 
and behavioural difficulties using systemic, narrative, solution-focused and 
behavioural approaches. I also worked closely with the MDT to provide consultation, 
training and indirect interventions. I undertook two in-depth neuropsychological 
assessments, and supported the implementation of cognitive rehabilitation strategies. 
O lder People’s M ental H ealth -  6 m onth core placement
Split placement between community and acute services fo r  older people with 
mental health difficulties and/or dementia
I worked with adults aged 61 to 91 years with mental health difficulties, 
neurodegenerative conditions and physical disabilities in acute and community 
settings. I conducted psychological assessments and interventions using 
psychodynamic, CBT, systemic, narrative, person-centred approaches and life-story 
work. I also co-facilitated a weekly group for adults aged over 65 years with mental 
health difficulties (including anxiety, depression, bipolar disorder) using CBT ideas 
with an occupational therapist and a systemic formulation group to colleagues in 
another team with a trainee clinical psychologist. I conducted several 
neuropsychological assessments to inform multi-disciplinary screening for dementia 
and cognitive decline. I provided two training sessions to colleagues within the 'Later 
Life’ pathway on working with older adults and on early trauma and dementia. I also 
offered supervision to an honorary graduate psychology intern.
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Y ear I Assessments
Assessments
PROGRAMM E
COM PONENT
TITLE OF ASSIGNMENT
Fundamentals of Theory
and Practice in Clinical 
Psychology (FTPCP)
Short report of WAIS-III data and practice 
administration
FTPCP -  practice case 
report
Cognitive behavioural assessment of a forty nine year 
old woman with bipolar affective disorder
Problem Based Learning
-  Reflective Account
Problem based learning -  reflective account
Research -  Literature 
Review
How can resilience be promoted in young people with 
common mental health problems? A comprehensive 
review.
Adult -  case report Cognitive behavioural approach to working with a forty 
nine year old woman presenting with bipolar affective 
disorder
Adult -  case report Neuropsychological assessment of a woman presenting 
with sudden onset of functional impairment and 
emotional fluctuations
Research -  Qualitative 
Research Project
Trainees’ perceptions and experiences of self-disclosure 
in a therapeutic setting
Research -  M ^or 
Research Project 
Proposal
To what extent do factors associated with resilience 
predict recovery in young people with common mental 
health problems?
Y ear II Assessments
PROGRAMM E
COM PONENT
TITLE OF ASSESSMENT
Research Research Methods and Statistics test
Professional Issues 
Essay
DSM V is scheduled to appear in 2013. It is likely that 
developmental trauma will not be included. Critically 
review the implications of such a decision for clinical 
psychologists and service users and carers across the life 
span.
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Problem Based 
Learning -  Reflective 
Account
Child protection, domestic violence, parenting and 
learning disabilities and kinship care
People with Learning 
Disabilities -  Case 
Report
An adapted cognitive behavioural approach to working 
with a man with a learning disability presenting with 
anxiety and low mood
Research -SRRP Analysis of a psychology outcomes database in a 
community mental health and learning disability team
Personal and 
Professional Learning 
Discussion Groups -  
Process Account
PPLDG process account year 2
Child and Family -  
Oral Presentation of 
Clinical Activity
Making use of outcome data with clients
Y ear III Assessments
P r o g r a m m e
COM PONENT
ASSESSMENT TITLE
Research -  MRP
Portfolio
Lay perceptions of illness and recovery for physical and 
mental health difficulties.
Personal and 
Professional Learning -  
Final Reflective 
Account
On becoming a clinical psychologist: A retrospective, 
developmental, reflective account of the experience of 
training
Specialist - Case Report An integrative approach to working with a young person 
with an acquired brain injury
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